AD-ALO0E 069 OFFICE OF THE SURGEON GENERAL (ARMY) WASHINGTON D C F/G 6/5
COLLECTED PAPERS 1955-1970r M. D. PARRISH» M.D. COLONEL MEDICAL=-=ETC(U)}
1981 F D JONES

UNCLASSIF IED NUL

AIU : q ...l........
.............




il

mu__lf___o_ | 8 W‘zs

I i

2

L =

L
I2S s yee

4




COLLECTED PAPERS 1955-1970

469

M. D. PARRISH, M.D.

'
(O

ADALUC

EDITED BY

FRANKLIN DEL/JONES, M.D.
COLONEL, MEDICAL CORPS
PSYCHIATRY AND NEUROLOGY CONSULTANT
PENTAGON 2D520
HEADQUARTERS DEPARTMENT OF THE ARMY
OFFICE OF THE SURGEON GENERAL
WASHINGTON, D.C. 20310

COLONEL MEDICAL CORPS US ARMY (RET)




5 e AR 1

e

s,

{
b
i
i
2

I

ABSTRACT

Franklin D. Jones, MC
Psychiatry & Neurology consultant
Pentagon 2D520 DASG~-PSC-P
Washington, DC 20310

Title: M.D. Parish, MD: Collected Papers 1955~1970
AUTHOR: Franklin D. Jones, MD, COL, MC (Editor)

Text: This is the first of companion volumes of the works of a senior career
Army psychiatrist whose military career spanned three wars and during which

he served in every major psychiatric role from trainee to Psychiatry and
Neurology Consultant in Vietnam and in the Office of The Surgeon General of

the Army. The other volume entitled M.D. Parris, MD: Collected Works 1970-1980

is available from the Defense Technical Information Center as Document Number
ADA 102553. The current volume (1955-1970) has the following contents: (see
attachment).
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M.D. Parrish, M.D.: An Appreciation

By
Pranklin Del Jones, M.D., FAPA, COL MC

Psychiatry and Neurology Consultant
Office of The Surgeon General of the Army
Pentagon 2D520 DASG-PSC-F

Washington, DC 20310
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Matthew Denwood Parrish was born in Washingon DC on 1 April 1918. He received a
BA in English at the University of Virginia, Charlottesville, in 1939. During
World War II he served 13 months in aerial combat in the Pacific as navigator
and two years teaching navigation. After the war he attended medical school at
George Washington University, receiving his MD in 1950. He then interned at
letterman Army Medical Center, San Francisco (1950-1951) followed by psychiatric
residency at Walter Reed Army Medical Center, Washington, DC (1951-1954). He
then successfully served as follows: Psychiatrist, US Army Far East Command
(Japan and Korea) - 1954-1956; Chief, Mental Hygiene Consultation Service, Ft
Belvoir, VA = 1956-1960; Asaistant Chief, Psychiatry and Neurology Consultant to
Army Surgeon General - 1960-1962; Chief, Psychiatry Service, US Army Hoepital,
Frankfurt, Germany -~ 1962 -65; Chief, Psychiatry Department, Walter Reed Army
Institute of Research -1965-1967; Chief Psychiatry and Neurology Consultant to
Army Surgeon General, 1968-197t followed by retirement from the Army. Since
1972 Dr. Parrish has served in various positions in the Illinois Mental Health
system and is currently Superintindent, Singer Mental Health Center -~ 1974-
Present.

Those are the bareboned facts about one of US Army psychiatry's most qplorful,
charismatic and delightful members. Fleshing out this epistolary skelton would
require many volumes and is beyond the scope of this narrative. Instead I hope
to give a personal reminiscence of Matt to give &4 flavor of this mensch.

As is, I think, characteristic, I heard about Matt long before meeting him.
Vhile being introduced to concepts of group therapy and management of the
peychiatric milieu as a firat year psychiatric resident at Walter Reed Army
Medical Center (WRAMC) in 1962, I had the good fortune to have a social worker,
Curt Knighton, as mentor. Curt described Matt's use of music in group therapy.
Guided imagery and similar concepts were at least a decade later in being recog-
niged as a therapeutic use of music, yet, here was Matt pioneering in his under-
stated way.

I continued to hear rumors about this strange man who was always coming up with
new ideas or a different perspective on 0ld ideas. OQur paths did not cross,
however, for Matt was serving in Germany during my residency; then, when he
returped to the DC area, I had left for Vietnam by way of a few months in
Hawaii. 7Finally on return from Vietnam and being assigned to The Surgeon
General's Office, I became familiar with Matt's involvement with the research
wvard for treating sociopathic soldiers, a program which I was later to direct.

Matt visited Henderson Hospital, Sutton, England in 1965 and arranged to “live -
in” for a week with the antisocial personalities being treated in that ther-
apeutic community initially established by Maxwell Jones. He characterigzed the
experience as “fraught...with adventurous and stressful learning...".

This is Matt's approach to 1ife, in Helen Keller's phrase, "...a great adven-
ture, or nothing”. I recall one of Matt's early Army recruiting attempts. He
enjoined young psychiatrists to enter the Army in order to go to Vietnam; for,
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while, like most rational deings, he views war as a tragedy, it is also the

great laboratory of buman stress. So persuasive is Matt that a few actually did
Join.

In the ensuing years 1 had a number of opportunities to exchange ideas with
Matt., While Matt might sometimes engage in apparently outrageous behavior
(disrobing in a staid psychiatric meeting comes to mind as an example), his
maneuvers were always couched in & way to bring fresh insights to a situation
(such as the need to get down to essentials in the example).

Thus over the years Matt became a kind of role model for many of us, an inspira-
tion to look beyond the surface, probe our own as well as our patients’

humanity. Publishing some of his ideas, I hope, will allowv others to share my
appreciation of Matt.

Vashington, DC - July 1981
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September 1, 1980

CURRICULUM VITAE
Matthew D. Parrish

Born: Washington, D.C., April 1, 1918

4
Home Address: 1854 Telemark Drive, Rockford, Illinois 61108
Office Address: H. Douglas Singer Mental Health Center
4402 North Main Street, Rockford, Illinois 61103 :
|
Basic Education Degree Graduated |
Univ. of Virginia, Charlottesville, Va. BA (English) June, 1939
1
George Washington Univ., Washington D.C. MD May, 1950 .
!
|
Letterman Gen. Hospital, San Francisco, Calif. 1 yr. Rotating -
Internship. June, 1951 ;
Walter Reed Gen. Hospital, Washington, D.C. 3 yrs. Psychiatric
Residency July, 1954

Continuing Professional Education

1. Washington School of Psychiatry, Washington, D.C.: one to three night school
courses per year during 1951-~1954 and 1956-1959 including interpersonal psy-
chiatry, psychoanalytic theory, anthropology, psychotherapy technique, history
of psychoanalysis, basic psychiatric literature.

PN

2. Personal psychoanalysis approximately 450 hours 1957-1961 with Dr. Herman A.
Meyersburg, Training Analyst for Washington Psychoanalytic Institute.

3. Walter Reed Army Medical Center, Washington, D.C.: Seminar in psychiatric
literature October 1958 to May 1959 with Dr. Kenneth Artiss. Also, a four
week full time, live-in course in Experimantal Basis of Modern Psychiatry,
March, 1959.

4. Tavistock Institute of Human Relations, 3 Devonshire Street, London Wl: a
two week, full time live-in course in human relations (group dynamics) in
August, 1964. I repeated this course at Mt. Holyoke College, Mass., July,
1966.

S. (a) Therapeutic Community, Dingleton Hospital, Melrose, Scotland: A one
week, live-in participant living-learning experience with Dr. Maxwell
Jones, March, 1965.

(b) Therapeutic Community, Henderson Hospital, Sutton, Surrey, England:
A similar one week experience at Dr. Jones' original therapeutic
community for character and behavior problems, August, 1965. .

6. Associated Faculties of Psychiatry (a consortium of fourteen university and
governmental faculties), 1810 New Hampshire Avenue, N.W., Washington, D.C.:
a two year night course and practicum in Community Psychiatry. Graduated in
June, 1967. This course included social and community organization theory,
relations with Federal, State and Private Foundation support. Participation 4
in the development of three bills in State legislature.

Py




Curriculum Vitae
Matthew D. Parrish

Continuing Professional Education continued:

11.

12,

Brief seminars and teaching conferences (two to five days duration): Four
to six per year since November, 1967. Category-I CME always over 130 hours
per year.

Seminar on Community Mental Health Principles in Action, Harvard Medical
School, May 23-25, 1973,

Colloquium in General Psychiatry and Applications to Human Services Design,
Northwestern University, January-May, 1973.

Authority, Leadership & Organization, Tavistock Institute of Human Relations,
3 Devonshire Street, London Wl: April 2-16, 1975, (a two week, full time

course),

Preparation Course for Psychiatry Boards, Yale University, New Haven,
February 14-18, 1977.

Introduction to Automatic Data Processing for Health Specialists, U.S. Dept.
HEW, Federal Building, San Francisco, February 26-March 1, 1979.

Employment Record

October 1974 - I1linois State Dept. of Mental Superintendent of a
Health & Developmental Disa- 200 bed hospital. As a
bilities, H: Douglas Singer second duty, I continued
Mental Health Center to coordinate all staff

mental health training
as below.

February 1972 - Illinois State Department of Director of Training

December 1977 Mental Health & Developmental (for about 22,000 State
Disabilities Mental Health employees,

January 1971 -
January 1972

July 1968 - Army Surgeon General's Office Colonel, Chief Consultant

December 1970 Washington, D.C.
(retired Decemwber 31, 1970)

plus the administration
of State grants and other
support to universities
and private training in-

stitutions).

ington, D.C., and in short term projects with State of

I1linois Department of Mental Health; Virginia Department
of Vocational Rehabilitation; Walter Reed Army Instltute
of Research; Church of Jesus Christ of Latter Day Saints;
Long Island University; Center for Development of Human

Relations in the Planned City of Columbia, Md. In Wash-

ington, D.C.: Community Consultants, Inc.; Associated
Faculties of Psychiatry.

Self employed writer and consultant in behavioral sciences,
working chiefly with Blackman's Development Center, Wash-

in Psychiatry and Necurolog

i
I:

.

.

3
-
M




R A N

F (  Curriculum Vitae
¢$ ] Matthew D. Parrish

Employment Record continued:

This work required staff coordination on public or ‘
Army-wide policy in which psychiatry or neurology

had a part--including assignment of all army psychia-
trists worldwide; monitoring of all major neuropsy-
chiatric operations; training and research; creatively
writing into VIP speeches and publicly released arti-
cles any appropriate human relations information and
policy; membership in Department of Army committees
concerned with morale and discipline, public health,
environmental influences; review of cases alleging
medical injustice or problems of mental competence;
consultation and teaching to other departments, in- !
cluding Public Health Service, NIHM, Peace Corps, U.S. l
Navy. Social Work and Psychology functions were also
under my supervision. I led training workshops in
human relations, sensitivity encounter groups, and
interdisciplinary management networks for both govern-
mental and civilian agencies.

e At

July 1967 - U.S. Army, Vietnam Colonel, Chief Con-

July 1968 Office of the "Surgeon sultant in Psychiatry
for theTheater of War.
Additional duty Editor-
in-Chief, USARV Medical

Bulletin.
September 1965 Walter Reed Army Institute of Lt. Col., Asst. Chief,
Research. Projects under my and then Chief, Depart-
supervision included operant ment of Psychiatry.
conditioning with behavior
disorders, psycholinguistics,
social psychiatry, neurology,
transcultural medical education.
September 1962 - U.S. Army Hospital, Frankfurt Lt. Col., Asst. Chief,
September 1965 am Main, Germany and then Chief, Depart-
ment of Psychiatry and
Neurology
May 1960 - U.S. Army, The Surgeon General's Lt. Col., Asst. Chief, and
August 1962 Office, Washington, D.C. later, Chief Consultant
. Psychiatry and Neurology
L
July 1956 - U.S. Army, Ft. Belvoir, Va. Major, Chief, Mental
May 1960 Hygiene .Service
(i July 1954 - U.S. Army Far East: Japan and Capt., Psychiatrist

i s

July 1956 Korea

July 1951 - Walter Reed Hospital Psychiatric Resident
July 1964
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Matthew D, Parrish
] Employment Record continued:
June 1950 - Letterman General Hospital lst. Lt., Interne
July 1951
September 1946 - George Washington University Medical Student
May 1950
February 1946 - George Washington University Pre-med courses (one
September 1946 year undergraduate
credit) .
November 1945 -
February 1946 Vacation
May 1942 - Army Air Corps Navigator, Lt., Capt.
November 1945 (Combat Aircrew)

This work included 13 months in aerial combat--Aleutian
Islands Campaign and Air Offensive Japan--and two years

of teaching navigation. The last year was spent as head

of a navigation ground school for B-29 crews, Clovis, )
New Mexico

August 1941 - Air Corps Training Center Aviation Cadet
May 1942 Maxwell Field, Alabama and
Turner Field, Georgia
May 1941 - 116th Inf., Ft. Meade, Md. Private (Basic Training)
August 1941 .
October 1939 -~ U.S. Govermment Printing Book Bindery Worker
May 1941 Office, Washington, D.C.
Avocational

Linguistics: As an undergraduate, I studied linguistics under Professor Archibald
Hill, University of Virginia 1938-39., 1 took a semester in linguistics
under Dr, Edith Trager at Walter Reed Army Institute of Research, 1960-
1961, 1 studied the German language in night school at the Volksbil-
dungsheim, Frankfurt, Germany, 1962-65. Using group therapy principles
I directed an interactional language learning group in German at the
U.S. Army Hospital, Frankfurt, Germany, 1962-63, employing five German
language teachers for about nine months.

In order to understand cultural shock and linguistic problems, I spent
sixteen days in the mountains of Greece, speaking only Greek, in October
1963, 1 spent a similar fourteen days in the Japanese countryside in
1956 and again six days in 1968 speaking only Japanese.

Painting and
Drawing: One-term courses in portrait and figure painting at YWCA, Washington,

D.C., 1954; at Special Services School, U.S. Army, Yokohama, 1955;
at Silver Spring Art Studio, Silver Spring, Md., 1960; at Volksbil-
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Matthew D. Parrish

Avocational continued:

dungsheim, Frankfurt, Germany, 1964 {(class was conducted in German).
1 exhibited my paintings at Japanese artists exhibition, Yokohama,
1955.

Studied cello under Mr. Ben Levenson, Silver Spring, Md., 1960-61.
From earlier training, I remain an amateur player of flute, clarinet,
viola da gamba.

Photography: I developed and enlarged photos since age 14, both macro and micro
photography, about 100,000 prints and slides.

Astronomy: Observed and plotted stars since age 14. Invented a computer for use
with the aerial sun compass in 1943. This made the sun compass con-
venient to use. Formerly, it was in disuse because it involved too
much computation. 1In 1944, 1 devised a method of rapidly precomputing
celestial fixes in flight.

Social: Married to Marilyn Kay Parrish, RN. Four children, only one still
dependent.
Religious preference: Episcopal

Professional Societies

Fellow, American Psychiatric Association (Member 1954- , Fellow 1970 - )

Member, Washington Psychiatric Society, Washington, D.C. (1954 - )

Member, American Society of Group Psychotherapy and Psychodrama (1959 =)

Member, Associated Faculties of Psychiatry, 1610 N. Hamp Avenue, Washington,
D.C. (1965 =)

Member, Inter University Seminar on Armed Forces and Society, University of
Chicago, Department of Sociology (1967 - )

Member, Association of Military Surgeons, Washington, D.C. (1970 -)

Member, Association for Advancement of Science, Washington, D.C. (1970 - )

World Federation of Mental Health, University of British Columbia, Vancouver, B.C.

(1977 - )
Society of Medical Consultants to U.S. Armed Forces, 153 W. 11lth St. New York
City, New York 10011 September 1979 -.

Teaching Appointments

Clinical Professor of Psychiatry, Abraham Lincoln School of Medicine, University
of Illinois, Chicago, 1972 to 1976 at the University of Illinois Rockford School of
Medicine to the present.

Professor of Social Work, Jane Addams School of Social Work, University of I1-
linois at Chicago Circle, Chicago, Illinois, April 1975 to June 1976

National Committees

Member, President's Committee on the Handicapped (May 1961 - September 1962)

[
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Matthew D. Parrish

National Committees continued:

Assoc. Member, Committee on Governmental Agencies, Group for Advancement of Psy-
chiatry (November 1968 - November 1970)

Member, Committee on Federal Government Health Agencies, American Psychiatric
Association (December 1968 - October 1970)

Member, Manpower Commission, American Psychiatric Association (August 1970 -
December 1971)

Committee on Mental Waivers of Immigrants, Atlanta, Georgia, April 10-11, 1972
(Represented Director, Department of Mental Health, Illinois)

National Conference on Technical Assistance and Support Systems for Education,
Washington, D.C., May 28-30, 1974 (under U.S. Office of Education)

Jane Addams School of Social Work Advisory Comrittee for development of national
continuing education program under auspices of the National Council on Social
Work Education, October 1973 to June 1976

National Association of Mental Health Program Administrators Tri-State Planning
Committee for Forensic Training, Region V, 1977

State Committees

Il1linois State Advisory Committee for the Continuing Education Program in Com-
munity Mental Health, June 1973 to present

University of Illinois Advisory Committee on curriculum for degree of Bachelor
of Social Work - Jane Addams School of Social Work, University of Illinois,
Chicago, November 1972 to January 1974

Nursing Advisory Committee of Department of Registration and Education (to examine
I1linois Nursing Education Act) August 1973 to July 1974

Illinois Implementation Commission on Nursing (of Illinois Nurses Commission,
Chicago) representing Department of Mental Health, May 1973 to June 1977

I1linois Mental Health Planning Board Committee on Professional Societies,
April 1972 to January 1974

Chairman, Medical Records Committee, I11. Department of Mental Health April 1978 -

Continuing Medical Education Committee for Rockford School of Medicine,
September, 1975 to present

State Board of Education's Illinois Area Health Education System (AHES), September
1975 to June 1977

Advisory committee for medical technical education, Department of Vocational and
Technical Education, Illinois Office of Education. May 1973 to May 1978

Certificates and Licenses (current)

Diplomate, National Board of Medical Examiners, 1953

Certified in Psychiatry, American Board of Psychiatry and Neurology, 1959

Licensed by written examination to practice medicine In California, 1951

Licensed by reciprocity to practice medicine in Virginia, 1966 and in the
District of Columbia, 1970

Licensed by eminence to practice medicine in Illinois, December 1972

Consultation Work

From December 1969 to February 1972, I was consultant in psychiatry to Blackman's
Development Center, 6406 Georgia Avenue, NW, Washington, D.C. 20012. This is pri-
marily a group of drug abuse treatment and rehabilitation centers which, in 1979
worked with about 12,000 drug dependents in Washington alone. The overwhelming
majority were heroin users. The group employs methadone to help in rehabilitation,
but does not use it for indefinite maintenance of dependents. It concentrates on
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! Consultation Work continued:

getting dependents away from crime and welfare, and into productive work and educa-
tion. Drug dependents, ex-drug dependents and ex-convicts maintain a brotherly
support for each other. As yet, no comparable rehabilitative support has been de-
veloped by govermment. The group strengthens families and neighborhoods, and de-
velops racial pride without violence. It does similar work in Atlanta, Ga., and
Columbus, Ohio. As a staff member, I contributed to the general operational plan-
ning, provided contacts with other agencies, and advised on medical psyvchology and
pedagogy.

As a consultant, I have worked mainly in developing programs for better human re-

lations within and between organizations. I teach and help set up mental health

programs serving all the people in a community. 1 am personally interested in '
promoting preventive and curative programs from the following points of view

equally: individual psychodynamics, group dynamics, family dynamics, the psychology
of social and industrial organizations, political dynamics and trans-cultural forces.
Nevertheless, I find myself consulting and teaching mostly concerning concepts and
practices relating to prevention and rehabilitation rather than cure, and to societies
and organizations rather than individuals. This occurs simply because few psychia-
trists are currently enthusiastic about such work.

Consultation work since 1972 includes:

Department of Professional and Applfed Studies, Sangamon State
University, Springfield, Illinois 1970-1977

Regional Mental Health Center, Kokomo, Indiana 1974-1977
Denver General Hospital, Department of Psychiatry 1973-1977

Division of Manpower and Training, New York City Department of Mental
Health and Mental Retardation Service, April 1973

Consultant in history of Vietnam War, to Army Historical Unit,
Ft. Ritchie, Maryland, May 1973 to present

References:

Dr. Ivan Pavkovic, Acting Director, Illinois Department of Mental Health and Develop-
mental Disabilities, 160 North LaSalle Street, Chicago, Illinois 60601

Dr. David McK.Rioch Institute for Behavioral Research, 2429 Linden Lane, Silver
Spring, Maryland 20906

Dr. Maxwell Jones, 5911 East Calle del Paisano, Phoenix, Arizona 65018

i Dr. LeRoy P. Levitt, Vice President, Medical Services, Mt.Sinai Hospital, Chicago,
I11inois 60608

Dr. Bertram Brown, 7818 Greentree Road, Bethesda, Maryland

Lt. General Charles Pixley, The Surgeon General, Department of the Army, Washington,
D.C. 20314
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References continued:

Dr. George Phillips, Superintendent, Crownsville State Hospital, Crownsville,
Maryland 20132

Dr. Robert deVito, Chairperson, Department of Psychiatry, Strich School of
Medicine, Loyola University, Maywood, Illinois.

Dr. Lewis Kurke, Assistant Director, Behavioral Health Services, Arizona State
Hospital, 2500 East Van Buren Street, Phoenix, Arizona 85008

Dr. Albert J. Glass, 7420 Westlake Terrace, Bethesda, Maryland 20034

Dr. Melvin Sabshin, Medical Director, American Psychiatric Association,
1700 - 18th Street, NW, Washington, D.C. 20009

Publications

PARRISH, M.D.: '"Consultation Concepts in Military Mental Hygiene', Medical
Bulletin U.S. Army Europe 21: 18-20, January 1964

PARRISH, M.D. and MORGAN, Ralph W.: "The Problem of Being from Iowa"
Medical Bulletin U.S. Army Europe 22: 467-468, December 1965 )

PARRISH, M.D.: "The Social Nervous System', U.S. Army Vietnam Medical Bulletin,
40-7: 42-46, January 1968

PARRISH, M.D.: "The Megahospital during the Tet Offensive'", U.S. Army Vietnam
Medical Bulletin, 40-9: 78-72 May 1968

PARRISH, M.D.: "A Group Psyche Model for Teachers of Community Psychiatry",
Psychiatry, 31: 205-212 August 1968

PARRISH, M.D.: "Vietnam as a Surgical Center", JAMA, 206: 2600-2601, December 9,
1968

COLBACH, Edward M. and PARRISH, M.D.: "Army Mental Health Activities in Vietnam
1965-1970", Bulletin of the Menninger Clinic, 34: 333-342,
November, 1970

PARRISH, M.D.: '"The Military and the Civilian Psychiatrist--U.S. and Swiss",
Military Medicine, 136: 587, June 1971

PARRISH, M.D.: "A Veteran of Three Wars Looks at Psychiatry in the Military",
Psychiatric Opinion, December 1972

PARRISH, M.D.: "An Eclectic View of Mental Health Training Goals", Journal of
Research and Training, Vol. 1, No. 1, September 1973 (publication
of Illinois Mental Health Institutes) )

PARRISH, M.D.: "Let's Tell the Vet What Happened to Him", Paper delivered to
Annual Convention of American Psychiatric Association, Dallas
Texas, May 1972 (for American Association for Social Psychiatry)
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Publications continued:

PARRISH, M.D.: '"Support Systems in Special Education" in Maynard C. Reynolds (ed)
National Technical Assistance Systems in Special Education, Uni-
versity of Minnesota Press 1975, pp 173-182

As associate author with faculty members of Social Work Department, University of
Illinois:

1 "The Illinois Laboratory: A design for Learning' in

3 Deborah Miller (ed) Expanding the Boundaries: Continuing

! Education in the Community Mental Health System, NY 1980

Council on Social Work Education pp 30-43
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July 24, 1978

Annotatced Bibliography

Bv: Matthew D, Parrish

The Usc of Music in Group Therapy (Tokyo, 1955) Early in the course of

group therapy five minutes of recorded music was played. The members
revealed their feeclings and free associations to the music, thus opening
up to cach ether their emotional potential.

Reflections on Group Therapy (Ft. Belvoir) Patients usually enter groups
as self-centered individuals and no real group organism is present. As
time gocs on the group itself develops a relationship with each member
including the therapist. Tn this complex relationship especially useful
therapy can procecd. .

Techniques of Group Therapy for Socially Ambulatory Adult Patients (Ft.
Belvoir, 1960) Suggested techniques for obtaining useful group thera-
peutic interaction--~especially for anxious new therapists.

The Dying Patient in the Mental Health Service (Ft. Belvoir, 1960)
Several months of out-~patient experience with a patient who was dying
of cancer. Emphasis was on group treatment both in the clinic and in
the home. There was some tendency, in effect, for the therapist to die
with the patienc. . .

Proverbs - Their Use in Individual and Group Evaluvation (Ft. Belvoir,

1960) Proverbs (multiple interpretation of the same proverb) are used
to cvaluate a patient's or a group's creativity and the degree to which
a member succumbs to the group's style of thinking.

Comments on Man and Technics by Spengler (Walter Reed, 1960) Subordinate
to Western Culture as a great organisd in itself, are two groups of
elitists: warriors and priests, They are usually driven by the love of
work by greed or by their own artistic creativity to produce for the sake
of production itsclf. The most talented of these persons knows the

lecast of the happiness and the contentment of the masses. Theses elitists
are being destroyed by (1) the organizat™on of technies in such a way as
to control history itself, and (2) the relinquishment of the elite
creativity in the name of egalitarianism. A cowardly optimism is re-
placing the grand tragedy once enacted by the West's dominent minority.
Soon the world will no longer belong to Western history.

Svmposium on Group Psychotherapy, Extract (Walter Reed, 1961) Brief re-
sume of the author's own development as a group therapist. How his per-
sonal history itself changes as he moves to a new group or as each group
alters. The orientation here, of course, is the treatment of groups

not the treatment of individuals in a group setting.

Leadership and Psvchotherapy ~ Fred Fiedler's Concepts (Washington D.C.
1961) Fred's rescarch showed two kinds of leaders: (1) those who
perform no better in competition than they do in routine work. They put
the dignity of individuals ahcad of the mission of the group.. (2) The
competitive leaders who are unaffected by the anxiety of other people.
They are poor therapists for individuals but they are effective leaders
of the group mission. This sccond group of leaders secs its fellows as
distinctly Jdi{fferent (rom themsclves as individuals.

T e W eme— A S P Y e

1
!
i
i
i
!




Annotated Bibliography
By: Matihew Parrish

large group (12 persons) depersonalized their activitics--cven their
leaders--who were all formed from subgroup coalitions.  Small groups
(six persouns) showed leadership by each person individually (democratic-
ally). Two types of lcaders arose in certain stages of disaster. (1)
Escape leaders attacked problems directly without much empathy nor con-

9. Disaster: Nova Scotia Coal Mine (Surgeon General's Office 1961) A i
|
|

cern for interpersonal issues. (2) Survival leaders were smooth com- q
municators instead of dJdirect actors and were sensitive to muods and nceds !

of others x

10. Disaster: Tornado in Worchester' (Surgeon GCenaral's Office, 1961) The {
sequences of social and individual behavior in the disaster syndrome. i
Types of mental breakdown. Cornucopia Theory.

11. Community Psychiatry in Modern Warfare (Chicago, 1961)  Scquences of
behavior to be anticipated in massive disasters.  Preparation for and
management of such disasters.

- ——

12. Comments on MHCS Work (Surgeon Ceneral's Office, 1962)  Methods and theory
of consultation to social units and leaders. Various useful programs in
the mental hygicene service iucluding preventive activities.

~13. Concepts Which Facilitate the Teaching and Practice of Community Psychiatry

' (Surgeon General's Office, 1962) The radical changes {n psychiatry it~ )
self allow it to be effective as an aid to community mental health in-
stead of to solely individual anxieties.

+ 14. The Service Psychiatrist: Administrator or Physician (Surgeon General's
Office, 1962) Management, cducation and therapy are combined in the
military psychiatrist to provide the optimum service.

15. Labor and Psychiatry (Surgeon General's Office, 1962) Notes on Parker's
the Casual Laborer. New sorts of education are nceded in order to fit
labor better into modern society. Great reforms ave usually best cffected
by a small herd.

16. . Dear Tom zFrankfurt, am Main, 2163) Retrospect from the year 2163.

17. Consultation Concepts in Military Mental Hygicne (Frankfurt, 1964) An
outline of how mental hecalth consultation is done and how it is not done.

18. Sixth International Congress of Psychotherapy (London, 1964) Evaluation
of papers presented by mental health professionals of many nations and
many opposing peints of view--including papers by Tom Main, R. Laing,
Jurgen Reusch, Jock Suthcrland, J. L. Moreno, Ferdinad Knobloch, Al Stanton,
Isabel Menzies, Mertens de Wilmars, Roger Shapiro, Manfred Lindner,
Steven Fleck, Maxwell Jones, etc.

< 19. Some Concepts of Military Psychiatry (Oslo, 1964) Effective principles : .)
and attitudes in military psychiatry including psychiatey. t

20. Medical Aspects of Leprosy (Frankfurt, 1964) A discussion with Dr.
R. G. Cochrane concerning this illuminating disease which is so prevelent
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in the tropics.

The Therapeutic Community: A Visit to Henderson Hospital (Sutton, 1965)

The violent adventures in a wecks' living-in arrangement at this hospital .

for sociopaths. This is probably the most effective treatment sociopaths |
|

have ever obtained in any hospital.

Group Therapy of an Entire Closed Ward (Frankfurt, 1965) All the patients
and all the staff met in a single group seven days a week as a part of the
therapeutic milieu. The methods and the effect of the group are discussed
and five short lectures on theory are presented. .
Marathon Group Literature (Frankfurt, 1965) A short annotated biblio-
graphy of rather classical literature pertaining to the underlying theory
of longterm group mectings (30 hours or more per session).

The Problem of Being From Towa (Frankfurt, 1965) A case study of con-
sultation to a military unit as a social group rather than as a collection
of individuals.

The Lone Innovator (Walter Reed, 1966) Extract from a lettep from
Dr. Tom Main rvevealing the distortions of thought which occur in innov-
ative groups and in the conservative groups they face.

Thoughts on Kerygm: and Myth (Silver Spring, 1966) The importance of |
Myth and history, romance and science, on the development of modern |
theology. The effcect of faith can be just as powerful as the effect of I
i
!
}

technology.

Chaplain's Sensitivity Group (Walter Reed, 1966)  Report of the group
growth and the symbolic development of a group of military chaplains
mecting for 12 scssions. The choiceless role-play by various members.

Annotated Bibliogpraphy for Community Mental’Health Theory (Ft. G. G.
Mcade, 1966) Influential sociological masterpieces.

Teaching Writing (Washington, 1967)  lHow cditors and teachers can get

writers to write better. .

A Mavathon Group (Oakton, 1967) A skeletonized explication of the
various modes of emotional reaction and the various channcls of communi~
cation which tend to show themsclves in scquence during the thirty hours
of a Marathon Group. These group tendencies are further elucidated in a
later paper, Marathon Group Techniques and Theory.

A Year's Adventurc at WRAIR - Psychiatry (Walter Reed, 1967) A brief

summary of eight fields of psychiatric rescarch in this institution:

(1) A token economy ward for sociopaths revealed disharmony between ex- ;
pressed personal plans and actual behavior; (2) Political science research A
uncovered the ward's process of establishing an unspoken “constitution”; ot
(3) Sociological study of labeling in small societies on a military post
uncovered quite a different sort of peer interplay than what was ever 3 3
revealed in interview; (4) Traditional objective mental health consult- ?
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[ ation somctimes gave way to consultative work which looked like tribal
[ or family acceptances; (5) Percepts with many gutty non-verbal connot-
ations retained association across sensory modalities much better than !
"quieter" percepts; (6) Correlative meanings of delusional concepts be-
came more pleasant with time; (7) The long duration of certain social ‘
and combat stresses in Vietnam gave a different stress response pattern

than that usually found in normal work and life; (8) In mcdical care

{ and education Thai and American professionals developed a usefully dif-

ferent relationship than either developed with their own peers.

* 32. The Mental Health Facility's Morale (Walter Reed, 1967) The convergence
of enthusiastic talents shows similar patterns in scveral differene fac-
ilities.

33. Education of the Community Mental Healthr Coasultant (Washington, 1967)
Practical needs for certain skills in scveral different socicties re-
quired polarized type of education.

P

34. Mental Hygiene Consultation Practice - A Manval (Walter Reed, 1967)
Written in outline form liké a regu' .iun; this guide shows how scrvice
was usually carried out in prac.ice, b+t not in openly discussed or
written rules.

35. Informal Principles Underlying Manig cment of Mental Health Problems (Long )
Binh, 1967) Similar to the preceeding paper but arranged differcntly.

36. Kline,*Nathan S. (Letter to) Long Binh, 1967. Some inside observations
on the structure of civilian psychiatry in Vietnam and the distorted [;
perceptions Americans can get of themselves and of the psychiatric pro-
blems in Vietnam.

v '37. The Use of the Local Community's Own Energy and Intelligence in its Mental
Health Programs (Saigon, 1967) The most ecffective mental health centers
seem to be integrated into the local community and managed by community
leaders. It is largely the informal support systems which provide the
greatest pelp to patients.

* 38. Taste, A Necessary Ingredient in the Cenesis of Civilization? (Saigon,
1967) The core cities from which civilization uprcad to other parts
of the world where developed in places where the techniques of irriga-
tion were necessary in order to maintain the concentration of populatien.
But in one center, the Yellow Plain of China, irrigation was not required
for food itself but only for wet rice. Could the taste for this sort
of rice have driven a population toward civilization?

39. The Social Nervous System (Long Binh, 1968) The ' L]CCtrLC circuit bt}lo
of thinking” has relaxed its hold upon the neurologist's fmagination and
now it is reasonable to conceive of the central nervous system as in
large part a system of shifting and shunting humors which extends by \
both physical and chemical means outside the boundaries of any individual
body and knits together a social network.

40. Man-team-environment Systems in Vietnam (Long Binh, 1968) The unfeas- B
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ability of considering a person or a military unit as an interchangeable
part in the Vietnam theater of operations. More useful operational and
training concepts are presented.

The Nomad and the Cultivator (Tay Ninh, 1968) This is a notation on
“The Frontier in History" by Owen Lattimore. Some of the world's innov-
ations arise at the dialectical interface of the important frontiers of
the world such as that between China and Central Asia. Lattimore points
out the normal succession of economy types on the Mongolian frontier.

The Megahospital During the TET Offensive (Long Binh, 1968) How the
U.S. Armed Services utilized every hospital bed in Vietnfm and every
surgical team as if they were all elements of a single giant hospital at
the service of each individual patient.

The Coming Unitary Life (Pleiku, 1968) A presentation of the ways in
which many persons of Western soclety have expanded into the "unitary"
person which L. L. Whyte described in The Next Development in Man. This
contrasts with the dualistic thinking and dualistic personality structures
which have characterized Europe for centuries. Sequential necessities

for therapy. .

A Group Psyche Model (Long Bihn, 1968)\ We have traditionally practiced
psychiatry as if we believed that desires, moods and creative thinking
had its origin in the individual mind which is surrounded by the skin of '
a unique person. Yet, languages grow and change seemingly quite aside
from the desires of any individual. Similarly corporate decisions are
made which no one individual really wagted. Plans are made and styles
are changed and no one can discover what individuals brought about these
changes. An invention or a concept whose time has come will be authored
simultancously by several persons working in isolation from each other.
It is uncomfortable to believe that the earth is hurled through space by
cosmic fources or that the evolution of our species has proceeded by a
lot of chance competitions and symbioses or that we do not as a nation
control our own history or that most of our thinking processes proceed
outside of our awareness. Until we accept one of these egotoxic prin-
ciples however, we are blocked from making any giant step in that part-
icular field. Until a body of psychiatrists (or perhaps some completely
unrelated profession) develops its own group skill in practicing as if
individual thoughts and actions were a part of a group process, we can
only continue to polish up the small compassionately beautiful successes
we have had in traditional psychiatry.

The Changing Fictd of Army Psychiatry (Denver, 1968) This address to
social workers reveals twelve years of progress in military mental health
practices. The progress in in-patient practice includes (1) the use of
the entire ward milieu as a therapeutic tool, (2) the recognition and em-~
ployment of patients as inevitable therapeutic influences upon each other,
(3) the development of a much more normal duty-like atmosphere on in-

patient services even while employing behavior modification techniques,
(4) the psychiatric nurse as a promoter of decentralized "family" skills
in maintaining mental health, (5) the decentralization and computeriz-
ation of records ar ' therapeutic methods. Twelve years previously the
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focus of psychiatry was upon individual pathologics treated within a
great in-patient service. Now the focus is upon the mental health assets
of usefully functioning groups and how these groups can better the funce-
tioning of individual members. The professional focus is not upon the
great hospital in a centralized position but upon the informed consult-
ing team decentralized into normal duty areas. These consultation teams
determine who shall be treated in hospitals, clinics or within their own
duty units. When mental health staffs and corrections staffs realized
that they were both dealing with human suffering and human deviance,
their cooperation closed four of the five army prisons and decreasced hy
more than.507% the persons incarcerated locally. The work of consult-
ation teams in Vietnam has cut the psychiatric casuvalty rate in this war
lower than that of any other war in this century. Side-hy-side, with
Vietnamese psychiatrists, Americans are learning how a whole socicty
maintains a very low rate of psychiatric casualties even though at che
same time it has a "state hospital” system more antiquated than our owu.

in Vietnam are getting extensive experience with problems almost ncver
scen in the United States.* Vietnam cmploys a new hierarchy of medical
Y communication and transportation. It faces simultancous surgery of mul-
tiple body systems, wounding from extremely high vilocity missles, sudden
dumping of mass casualties on surgical teams. The interlocking svstem
of consultation and collaboration is such that Victnam is sending to the
P United States the world's best-trained trauma surgeons.

47. Marathon Group Techniques and Theories (San Antonio, 1969) This is an
extensive elaboration of the marathon group principles which were partly
brought out in A Marathon Group (Oakton, 1967). The illustrated paper
contains numerous practical hints and suggestions as well as elucidation
of the underlining marathon group theory.

| 48. How the Community Consultant Deals with the Structute of His Social

| Systems (Denver, 1969) All symptoms can be treated as communications

' from one system to another. This paper attempts to define clearly the

! ‘client systems involved and the types of intervention which may be ef-
- fective.

s 49. The Increasing Psychiatric Caseload vs Decreasing Staff (SCO, 1969)
Military psychiatry is working more cffectively with fewer staff byv: (1)
better collaboration with other professions and technologies; {2) Manape-
ment of problems by consultation; (3) engaging family members, neighbors
and other patients in the treatment process; (4) the conceptualiziuny of
the problems as systems problems and the developing of increased respons-
ibility within the natural living systems.

50. Acmy Mental Health Activitics in Vietnam (Co-author Edward N. Colbacly,
‘\>NWashington. 1970)\, A history of psychiatry in the Vietnam combat zone
“Q_tgggfrﬁffrom 1965 to 1970.

P e ~

‘< Comparison of the preparedness of Swiss psychiatrists, all of whom arc
in the military, and U.S. psychiatrists.

./ 46, Vietnam as a Surgical Center (Long Binh, 1968)\J,Amcricnn military surgeons
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+ S2. Psych y Combat Zones "(Washington 1970) History shows that training alons
is nOE"Onough. A prestigious WOJ81 18 necessary.

53. Characteristics of Preventive Psvchiatry Faciliries (Washington, 1971)  The
model]l of intervention which secks to remove pathologies within individuals is

!
v compared with the model which deals with epidemiology, with roles and styles v
. of behavior within systems of living and production. There are some indications ]
! E, [ I y
: ’“_“r — as to which model is more effective in preventive psychiatry, |
i |

54. Occupational Therapy and the Non-human Woild (wich Barbara Bolinger, OTR)
(becatur, 1971) Three aspects of a patient's life and problems are dJealt i

H with typically by three medical professions--transactions with people: physi- ‘

' cians; personal bodily life: nurses; the non-human world: occupational

therapists. Thesc three aspects of lifle are developed in the growing child,

the healing adult, in group life and industrial life. Management and labor

unions, hospitals and families, neighborhoods and churches may all collaboratc f

to develop these three worlds for individuals and groups.

h
S ety U,

55,  Drug Abuse: A General Orjentation (Washington, 1971)  Some fundamental de- ;
finitions, drug cffects and patterns of drug usage. Different communities I
benefic optimally by different patterns of management of thcir drug abuse. A }
dozen different pattern examples are presented. g
E Ly .i'
( 56, Ways of Thinking About Your Work With Drug Abuse Problems (Columbia, Md., 197
An illustrated paper presenting hints and admenittons concerning involvement
with tie "drug coltuve”
i 57. Notes_on Death of the Family (Celumbia, Md., 1971)  Death of the Family was
| written bv David Coopur, a disc:»lc of K. U Laing This paper unwinds some of

the book's ideas and then spins off further notions and practices useful in
this changiog institution--The Family.

“
fe

Mahan, Mackinder, MacArthur, Meluhan: Sce rets B Behind Modern Wars (Washington,
1971) llow vach of the wars of the twentieth ccntury have been conducted in
accord with currently unspoken principles which were seemingly outside the
awiarencss of national leaders at the time. The growing schizm between the
howan amd the mechanical aspects of war,  The shift in importance between the
military scrvives and arms.  How we always prepared to fight the previous war,

59. Pust Industrial Consciousness - This is notes and spin-offs from the Greening
of America, by Charles Keich., A somewhat optimistic view of the development
of the young, new socfety in USA,

60,1, Neighborhouod Cultures to be Considered in Planning Socfal Services (Washington,
1971) The cultures of country folk, the culture of city pecople and the con-
sensus of professfonals each have vastly different needs in their services.

. Most fndividuals however are composed of all three types of culture in different
!, degrees. '
' }
( 00.2.  Problems Among Neighborhood Cultures=-An lxample (Washington, 1971)  This
paper shows the vicissitudes of very cnergetic and socially useful black L
group which effectively controlled drug abuse. T




Annotated Bibliography

By:

6003

61.

62.

63.

64.

65.

Matthew Parrish

Education in 3 Chetto N¥ation. (Washington 1971)

The Marathon Group Movement: A Critique (Great Falls, Virginia, 1971) Hi -

tory of how certain effective and useful methods of group treatment had to
die, at lcast temporarily.

1971) How the fear of the loss of existence (or of great change) prevents
effective therapy and how it ceven prevents the training and developrent of
more effective therapists. How to utilize the helping rather than the hind-
cring aspects of c¢xistential thought.

A Language Learning Group (Frankfurt, 1963; Chicago, 1972) This is an ac-
count of the expericence of five Americans during about a year when they learn-
ed the Cerman language by means of the techniques of group counseling.  They
followed the principles layed down by Father Charles Curran but modificd

these principles somewhat to fit their own situation and they drew conclusions
not elsewhere written. They learned the language directly from objects in
front of them, activitices such as meals, games, and trips and from behaviors

of others within the group rather from any English words.  Seme of the as-
sumptions they were forced to make about language learning were quite radical
and probably were not previously in the literature.  This paper was oviginally
written in 1973 but was consulted upon by Father Curran in 1972 when the auth-r
participated in the highly developed language learning groups at Loyola
University. .

Advantages of Learning Lanpuages in_a Counseling Group (Chicago, 1972) This

is a sequel to the paper on the language learning group. It shows how in
one hour a student may gain {ive or six times as much information and skill
as he would gain in an hour of ordinary classtoom recitation. Troperly,
therefore, more academic credit should be given.  In hoth of these languaae
papers, the inevitable psychoanalytic transfercnce cffects are considered.

Let’s Tell the Vet What Happended To Him (Dallas, 1972) The majority of the
population, that did not go over scas to war in Vietnam, ecmploy several
energic methods to insurce that any opinions or techniques the saldiers have
developed which are diffcerent from those of the stay-at-heme population will
be completely crased. There is stronp expectation that a good percentage of
the returning soldiers must break down psychologically because of this
"immoral" war. Since very few broke down {n combat itself society provides
expectation-pressure for them to break down after their return in ovder to
save the society's pre-formed opinion of itself and of southecast Asia.  Be-
cause of such social nceds, new discase may come into existence-=-such as
Neurocirculatory Asthenia. [f only the soldiers would behave in a more
guilty fashion they could relieve a lot of the anxiety of the civilian pop-
ulation. An extention of this thesis is that since more than one perecent of
the US population had gone to Victnam, the rest of the population stood in
danger of being converted in thelr attitudes and mores with regard to the
family of nations in which it lived. Those millions of soldiers were even
more dangcrous to the culture of Vicenam itsclf--especially north Vietnam--
for the soldiers were rapidly allowing south Vietnam to establish a mixed,
culture of cast and west which wits resistant to commenlsm,.  Thas both US and
Communist sociceties would do anything to get the Americon soldicrs out of
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Vietnam and especiallv to make them look corrupt. The drug abuse peoblem,
however, did not arisce in Vietnam. Its main origin was New York city in the
1950's and it spread from there to the rest of the United States and thence,
te the soldicrs in Vietnam., Hard drugs did not become a problem in Vietnam
until after 1969,

Uses and Meaning of Personal Individuality (Chicago, 1972) This essay goes
back to the philosophical bases of the notion of separate and unique individ-
uvality for diffcerent persons. There has indeed been very real doubt among

good thinkers that the individual as we popularly conceive it does not exist.
1t is no wounder that many therapcutic enterprises are unsuccessful-if we are
treating something that does not really cxist in the way” that we conceive it.
Possibly, it will be more effective to treat the social origins of "individual-
ity'"--as will be brought out in later papers.

Neighborhoad Network Intervention (Bethesda, 1972)  Following the general
principles of Dr. Ross Speck, this paper gives a case illustration of how a
neighborhood may convene around a problem which exists within an individual
or between and some of his friends or relatives. This is an extremcly power-
ful and practical form of intervention. There is, however, almost no way
adequately to fund this sort of therapy. Such public mental health services
would requive coordination between two or three separate sorts of agencies.
For instance, an in-patient center might have to cooperate extremely closely
with an out-patient center. The result would be that both centers would have
to revolutienize a part of Lheir own methods of working. A social worker

and a psvehiatrist from an out-patient center could help a neighborhood con-
vene around a problem, but the scapegoated indicated patient might be in a
hospital.  The hospital workers would want to have alot to say about the
patient as an individual and might find it hard to commit themselves to the
neighborhood network.

Ristorical Individuality Tyvpes and Their Relation to Family Network Psycho-
therapy (Chicago, 1972) This paper attgmpts to free the therapist's mind

from the parrowest stercotype of "unique individuality" by illustrating dif-
ferences in individualism manifested in the Middle Ages, Renaissance, Victorian
times, etc. There are also differences in the type of individual found in
corporate and cntreprencurial life as well as between various kinds of neigh-
horhoods such as rural, phetto, suburban, nomadic, etc. Family network

therapy allows for practical intervention with these various types of "in-
dividualicy".

Jsomorphics: Physics and Social Psychology (Chicago, 1972)  This paper
itemizes some analogies of recreational value which exists between the laws
of physics and of group psvchology, political structures, actions, etc. Thus,
the temperature in a room and the pressure against the walls varies in accord
with the number of pecople who may be crowded into that room. In addition,

the laws of thermodynamics can apply as well as the laws of mass action,
ionization, gravity and the laws of nuclecar physics.

Organizational Consulation  Notes (Leicester, 19645 Chicago, 1972)  Follow-
ing principles largely clucidated by Cyril Sofer at the Tavistock Institute,

‘this paper outlines a method of consultation to industry and other organizatior

in order to effect usefn) changes., This is mostly a basic traditional and
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conservative model althoush {t is not well understood by a preat many “con-
sultants'.

Types of Group Therapv (Decatur, 1972) This is a short paper on group
therapy as opposed to individual therapy in a group. All psychotherapy is
assumed to he a group therapy of some sort.  Some therapy just happens to

concern itself with very small groups such as therapist-patient,

A Veteran of Three Wars Leoks at Psvehiatry in the Military (Chicagod

December, 1972. Certain social forces cause us to develop theories and to
forget our experiences chat scems contrary to those popular theorics.  The
"military psychiatrist" is then compared with the "civilian psychiotrist”

and a series of stereotypes for the military psychiatrist is discussed and
evaluated. )

A Psychiatric View of iconomics (Chicago, 1972) Activities and woods which
effect mood changcé’are secn as the basis of most modern economics; for ex-
ample, drugs, food, sex, violence, entertainment, work, religion, new inform-
ation, etc. The production and management of every one of these mood changes
can border upon mental illness. Many of the mood changes are intevchangeable
with each other, but certain mood changes have vastly different ¢tffects with-
in a society than others have.

Modern Changes in Concepts of Both Teaching and Counscling (Chicasgo, 1972)
Both the tcacher and the therapist or counselor have tended to become "in-
carnate'. The worth of the student, the patient, or the cemmen man has be-
come more realistically level with that of the teacher and therapist. There
is a new understanding of group dvnamics. Therapy and education are seen as
virtually equivalent. Curtain informal methods incluoding student-to-student
methods have greatly accelerated the pace of learning. 1In fact, all of the
above developments have changed==-and in general, have made pessible the ac
celeratioq of learning.

The Place of Family Therapy in Cencral Psychiatry (Chicago, 1072) In tho
past 100 years, mental health interventions have concerned themscelves first
with tha difficulties of unattached individuals. Then it has considered the
problems of individuals as members of a family. Then it has considercd the
family itself as the organism with the need for therapeutic intervention.
Then it has considered the community as that organism needing intervention
and at the same time, the organism which can best provide therapeutic inter-
vention. All of these assumptions and modes of intervention have remained
viable till today. The effectiveness of the later mecthods is much greater
today than at any other time, but the older methods remain more "populav'.

Management and Monotheism (Kokomo, 1973)  Our Lradition of pinning the

highest respect, the highest power, and the highest accountability onto one

person such as the father, the boss, or God has resulted tn an inability to

manage collaborative responsibility. 1Tt has also made it very difficult for
communities to accept responsibility for their own mental health problems.

Existentialism - A Ceneral Psychiatric View (Chicago, 1973) Existentialism

affords a powerful defense against the modern tondency to sce the individoal
as always having been less autonomous than he thought he was--especially in
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the Western world. The development of existentialist thought is traced through
the past century or two during which time it has altered itself in accord with
the needs and problems of the times. It is now quite influential in psycho-
therapeutic interventions.

Clients and Cabbages (Chicago, 1973) Management sometimes deals with the

flow of work and the allocation of resources as if it were dealing with cab-
bages rather than persons. It is not hard to develop attitudes which will
preclude this. A stylish misinterpretation of "management by objective' and

a fear of loss of control by dccentralization has led management in many cases
to get into the cabbage business. -

Resume of General Systems (Rockford, 1973) General systems theory is a sort
of algebra which simplifies the planning of therapy, games, politics, product-
ion, marketing, etc. Using a basically biological point of view the theory
considers all systems as part of some larger system, Within and among systems
there are many common patterns and mechanisms such as input, output, feedback,
servos, genetic codes, clockwork, matrices. Some social systems eventually
become so stabilized that they act as if they believed they would remain the
same for cver. Others seem to see themselves as in constant flux. The plan-
ner with his algebra steps outside of all these notions and deals with thenm as
he would with mathematical or biological structures.

tThe Case of the Rockford Consultants (Decatur, 1973) Frontline workers who
helped to develop a "lodge’” for rehabilitating mental health clients were
brought as consultants to workers in another r.tion of Illinois who had similar
responsibility. Symbiosis amonp peers within a region develops and alters the
kind of consultation which can occur from outside. There is an interplay here

between objective and subjective attitudes toward the lodges and their missions,
J ] Y

Sewminar:  Social and Preventive Psychiatry (Chicago, 1973) This is an out-
line with special annotations of a course conducted with second year psychiatric
residents in the University of 1llinois, Medical Center, Chicago. Certain

major responses of the residents arc presented.

The Boundariecs and Pivots of Individuality (Chicago, 1973) The scnse of
personal individuality is a balance between (a) self contained within a bound-
ary which separates it from other selves and (b) self separated ultimately
from no onc, but pivotally centralized as a core of personal meaning more
closcely identified with some sclves than with others. The first type of in-
dividuality predominates in Western Europe; the second type in East Asia,
These types of thinking have a profound influence upon European as against
Asian attitudes toward mathematics, art, science, politics, language and
therapy., Therapists cannot clearly understand one point of view about in-
dividuality and sclf without understanding another.

Harvard Cousultation Notes (Cambridge, 1973) These are notes taken in a
course on psychiatric consultation taught by Cerald Caplan at Harvard Univer-
sity. The development of support systems is discussed with many case cxamples
of consultation with both individuals and organization. Some of the consult-
ations are international; they use principles or management, education, general
systems, theory, and social psychology.
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84. Modern Fducation: Its aims and Effects (Chicago, 1973) The actual goals

of e education, asd(xxutxtdL From the behavior of cducation systems, are gquite
difterent from the expressed goals and probably come into being outside the
awareness of most cvducationists, The risks involved in modern education are
so great that most of us shut out eyes to where it is leading us.  The resulis
are probably not bad nor good. They are frightfully different from what wo
expect.

85. I Worry About Marshall Mciuhan (Chicavo, 1973)  The view points of MclLuhan
concerning media of coummunicacion and their etftfeet upon society and individaal
thinking are summarized., PFatrapolations are made describing the different
sorts of creative thinking which occur when the thinker urilizes rostly a
visual, or a tactile, or an olfactorv world ol comunication.

86. Family Mapagement_ Unit (Ruckford, 1973 This is o brief summary of the vork

of a small residential treatment unit for childreen and adolescents,

87. Long-term Paticants: lodve and Phocnix f'rogram ar Sinper Regional Center

(Rockford, 1973) Chronic paticents who have burned cut all their loeal

social support and are rejeeted by ail the citizens and will net live aiens

or perform a normal job are "coborted”™ inte a group within the center.  When

this proup is somewhat sclf supportiug, it moves oul to a "lodyge” in the town,

A staff member then acts os counselor and business apent helping them oot

jobs and to minage their carnings. fdraditicnally trained staft are usually \

.

not very effective at this work.  Scomc suggestions for trainine are ygiven.

88. ,EQEQ§JQQWﬂX_B£99iﬂ& (Chicago, 1971) This 1s a discussion of the ideas in
certain books which scem currentlv relevant to mental health vork in Chicapoe.
The authors discussed are MclLuhn, R. ¢. Colliugwood, Hannah Tillich,
Michel Foucaylt, J. K. Calbraith, Ruth Caplan, M. . Lieburman, ct al.

-89. History, Drama and Living: Collingwood, Stanislavskv and Moreno (Springfield,
1974) (ol]lngwood tricd to undLrHldnd hlatOlV in Lorms of the "inside" of
its events--not merely the event jtself but the social attitudes that gave
meaning to the event and which indeed heiped to produce the event. Stanislavsky
trained his actors to revicew in their hearts the catire life of the character

. they portrayed. Even though the past life was not entirely manifest on the
stage, it influenced what occurred on the stage. The actor was trainad also
to fit his own pecularitics of character into the role. Morene's stapiug
unfolded the inside feeling and social forces which gave meaning to the paios
and conflicts within a family or individual. Bv staging the "inside" in
psychodrama, in history and in life, we change it and change therefore our
own behavior and feclings.

90. The Work of a Systems Intervention Team (Champaign, 1974)  Case examples

show how a symbxotxcallv collaborative team intervenes in coherent, but path-
ological, social systems to effcect permitnent changes.

91. APA Convention Notes: Bazelon, Toffler, Bucky Fuller (Detroit, 1974)  Judge \
Bazelon showed the advantages of the udvcrs&ry system and how some court de-
cisions had been misinterpreted and misapplied so that their effect was
negated.  (eop. Durham) . Fuller and Tofller present somewhat disconnected
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but useful insights about the future we are heading for.
92. Existential Therapy: Notes (Chicago, 1974) This is a short summary of the

usc of existential concepts in therapy which is particularly useful in the
corporate and burcaucratic life of today.

93. Social Regression in the Service of Therapy (Rockford, 1974) In medical
and surgical problems we often cause the patient to ''regress" into bed rest
or hospital lifc¢ in order to help the medical problem. It has been very hard
for us to accept the fact that for psychiatric problems such regression has
been largely harmful. Grants-in-aid have some regressive effects upon com-
munities but when handled correctly they have the opposite effect and led
the community to take effective responsibility for its own rates of delinquency,
mental retardation, accidents, etc.

94. Modern University Problems (Urbana, 1974) The modern university is forced
at once to be elitist and egalitarian. It is forced to respect the student's
subculture and to promote its development. At the same time it reacculturates
the individual, it may destroy the person he once was. It gives people the
power to earn money for themseclves in order to maintain the traditional ways
of business and society. At the same time, it gives them an academic and
persuasive skill which is worth very little money but has pbwer to alter
traditional ways and even bring about whole revolutions. The images develop-
ed by universities alter the mental health status of the society. Yet, the
university itsclf is in danger of cxtinction. :

95. Improving Personal Health by i.ooking Beyond the Individual (Chicago, 1974)
Most of the illness we do not have to suffer today is absent because cof
changes in social rituals, attitudes and physical surroundings, not because
of techniques for treating individuals after they get sick.

96. The Politics of Mental Health (Rockford, 1975) The populace aften uses
political machinations to provide rhetoric, architecture and role-assignments
in an attempt to convince itself that it ¢an eliminate its own responsiblity
for its own mental health problems. i

Y7. Milicu and Therapeutic Commmity: A Message to the Nurses (Rockford, 1975)
This is a short review of the history of milieu therapy as it developed at
Walter Reed, Fort Logan and’ other places. It amounts to an adjustment of
the climate in which the patients live together. A proper climate with
proper techniques employed will provide optimal opportunities for cach patient
to improve according to his own needs. The therapeutic community, on the
other hand, is a social structure in process of constant redefinition and
constant managerial pressure from the total group of paticnts and staff.
Treatment is not really provided nor delivered, it is lived through. The
history of this type of treatment is traced from Northfield, Henderson and
Dingleton in Great Britain to Oak Knoll, Fort Logan and others in the U.S.

Concepts of Nursing (Rockford, 1976) Nursing is developing into a more self
sufficient profession on its own which trices especially to develop selfl care
in patients, families and small communities. Nurses are becoming astute
orchestrators of the milieu and facilitators of inter~patient communication
and role exclainge. Diet and madication for instance are considered only two
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of the influences upon the milico which are eventually to be handfed by the
paticat in his self care development,
99.  Schizophrenia (Rockford, 1974) This s an outline history of the dovelop-
moent of the definition ot schizophrenia and the atvitades toward schizophresia
which lead to the currvent styviles of Lreatmeat.
100. The Anxiety Styles Which Cuide Feonomic Life (Rockford, 1976) When we are
anxious about heaven and hell we .\l‘\_ll(l our monev amd ocur energy on charches,
crusades, etc. When we are anxious about our identity as individuals we
spend our resources on a Jdifferent array of "solutions”. In either case,
we are likely to bankrupt oursclves.
101.  The Changing Concepts of Sclf (Rockford, 1976) Whether a person has an in-
dividuality distinct from alil others, whether he has a constant core ot
character throughout his ife, wvhoether his distinctiveness is Jdetoemined he
others or is inborn, whether there is even such a thing as the sel! at all,
is a matter for curreat world fashion to decide. A half dozen types of self
are described--ecach of which belong to different peviods of hiscorv.  Il-
lustrations are piven from o dozen key critical writings., A therapist or a
manager who can free hinscelf from the traditional fixation upon a ceortain con-
temporary type of sclf hasx the opportunity to develop better cdacat ion,
therapy, administration or child reaving. \
102. RNosogenesis:  Demons, Microbes, Psvehes, Polities (Rockford, 1974) People
in thc middle ages thought disenses were caused by demons which were super-
natural spirits. Later, the dewmon became a chemical ov physical indtuence.
By 1800 it could even be the fack of some influence such as a vitamin,  later,
microorganisms were implicated. By 1200 the demons could be simply intra-~
psychic conflicts. Today cach of these demons remain popular in various
circumstances. Political forces, however, have become especially powerful
causative agents today.
103. Anna and the Ego (Rockford, 1976 A review of Anna Freud's Ego and the
aAnna and the T po ang Lhe
Mechanisms of Defense with many illustrative examples.
° -
104.. Ann-otated Bibliographv~-Psvchoanalysis: FEgo Psvchology (Rockford, 1976)
This is a sct of commeuntaries on half a dozen key epo psychologists wvriting
from the 1930s to the 1960s and employing a psvchoamalytic viewpoint., (Writtea
for a young physician named Ann).
105. Ann-otated Bibliography: __(_g»_xfx_mgn_\_lg\ Psychiatey (Rockfoud, 1977)  Twentv-{ive
key papers from the 1950's to the 19705 are brieflv evaluated,  Thev include
the development of informal support svstems and neighborhood therapy, some
included evidences back up communication theory and cervtain anLhnopolu;xcwl
approaches to the problem of modern psychiatry.
106. Alcohol: The Tribal Blood of Modern Business (Rocktord, 1977) In spite of
our condemnation alcohol has become almost cssentinl to the conduct of modern )
business.
107, My View of Community Mental Health (Rockford, 1978)  This paper reviews the

stages and the dev 1opmcnc of mental health care which lead ultimately to the

Ros=rania ot
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local community's taking useful responsibility for its own problems of
non-effectiveness. Also included is the management of patient problems
within the local community.

108. Support Systems in Special Education (Minneapolis, 1975). The aloof ‘
objective professionalism of some teachers is contrasted with the neces-
sary warm subjective professionalism required in special education.
Client participation in administering the service also alters the type
! of professionalism. Special education has certain resources which enable 4
’ a local school to keep up with and integrate itself with the advancing
national service. )

109. The Ultimate Economic Development: (Madison, 1978, 1980) E |
A. The Delusion of Economic Growth !
Material growth at 6% over a period of centuries is impossible.

Material enterprises grow only at the expense of others.

B. The Real New Wealth
National wealth,once defined as the annual production-consumption
turnover,becomes redefined as the total creative communication
within a consensus. It is no longer wise on Spaceship Earth for
one group to exploit another by a '"favorable balance of trade".
With collaborative innovation mankind has often escaped the squeeze
of entropy but necessarily by bringing about the demise of some
institutions and some dear beliefs.

110. The Nature of the New Modern Mind: The Extinction of Causation (Urbana, 1978) g
Since the 18th Century the more vigorous western philosophers have
found untenable the popular notion that one thing causes another by I
direct one-to-one influence. There is no longer any absolute truth
but only degrees of confidence. Cause and effect has become a com- P

fortable metaphor like "sunrise'. We know the sun doesn't move but we
don't care.

111. Expendo Ergo Sum A client exists clearly within a therapeutic relation-
ship to the extent he pays in one way or another. Therapeutic skill for
families, neighborhoods or small communities develops erratically be-
cause professionals are not paid in the name of such groups. Yet this
kind of therapeutic skill is the most needed. Since most professionals
avoid experiencing chronic psychiatric hospitalization or even the
natural ghetto life, they make little progress in the therapy of the
chronic and the poor. This can be remedied. (Chicago, 1972)

112. Man The Eternal Symbolizer: Notes stimulated by Suzanne Langer's
Philosophy in a New Key. (Leavenworth, 1961)
Personal ruminations about the nature of thought and belief as awakened
by a great philosopher.

113. The Media - Their Effect on War and the Thought Market: Modern reasoning
and the development of ideas is accomplished not only by intercommunica-
tions among the cells of ones brain but also by intercommunication among
TV stations, newspaper publishers, ticker tapes, etc. This set of inter-
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] communications produces depressions, wars, musical compositions or re-
ligious revivals. Today's media bring such results faster than yes-

terday's. (Chicago, 1975)

114. Combat Psychiatry in Varied Settings (Monterey, 1980)
The soldier with normal reaction to battle stress must be protected
from diagnosis and from loss of his military unit. The Zone of the
Interior stands ready to cripple him with a stereotyping diagnosis and
to damage his personal identity by giving him the best of institutional
care. The preventive and restorative forces of combat psychiatry can
be applied in problems with disaster, terrorism, hostages and prisoners
of war.




THE USE OF MUSIC IN GROUP THERAPY

Prescnted at USAFFE Medical Conference, Tokyo, 1955

Captain Matthew D, Parrish

THE NEED: Often in group therapy, patients attend several sessions without
being more than superficially acquainted with each other's potentials of
thinking and feeling. They are slow, accordingly, to develop confidence in
their own skill in thinking problems out with others. Here, listening to
music together was used to bring about quicker mutual understanding of
feelings.

THE METHOD: A plece of rusic about five minutes long was played to groups
of four to eight patients while the patients made notes of their feelings,

if they desired. Then each patient in turn related feelings about the music.
The groups included patients with average intelligence or higher, with diag-
noses of neurotic disorders or schizophrenia,.

RESULTS: Mental association to the music ranged from reminiscence of being
in church as a child to dramatic story of two lovers meeting in a moonlit
Texas desert, journeying happily through the night, and parting sadly with
the sunrise. Occasionally, patients criticized the music, savinp it rade
them uncomfortable. These feelings would be discussed by the group. Others
wondered why one patient felt so much in the music and another so little.

One group was impressed with the vividness and complexity of a schizophrenic
patient's associations while in a sub-acute stage of the illness. OUn re-
hearing the same music a month later, the group was further impressed to find
this member relating a new but more limited set of associations and profess-
ing complete amnesia for her more imapginative association. An example of one
patient's associations is as follows:

"I see a ballet dancer on a stage, alone, with blue liphts and silver
background--stark background. She dances as though searching for someone
or something; and as the music gets faster, there is a faint hope she has
found what she looks for; but the music slows down and she droops with dis-
appointment. She keeps on dancing, halfheartedly, for she has lost hope and
remains alone."

TYPE OF MUSIC EMPLOYED: The music was always a sinple movement of a string
quartet., Music which brought obvious "popular" images, such as cuckoo hirds
or fog horns, was avoided. Attempt was made to standardize associations to
the "Cavatina" movement of Reethoven's Strinp Quartet, Opus 130, but after
eight playings, no "popular" pattern responses have been apparent.

DISCUSSION: 1. It is possible that some music could be standardized and
used as a projective psychological test, perhaps as the Rorschach is used.

2, Of wmore immediate clinfcal value 18 the insight this music gives group

patients into each other's ways of feeling and the stimulus it pives toward
ready discussion of their subtler emotional life. In helping patients per-
ceive each other's feelinps, the groups found music more quickly effective

than ordinary discussion.
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' ( REFLECTIONS ON GROUP THERAPY

. Matthew D. Parrish - Ft. Belvoir 1959

i"_ I. THE INDIVIDUAL PATIENT AT THE BEGIIINING OF GROUP THERAPY IS USUALLY

UNCOMMITTED -~

1. He determines to share no really significant experience with these
other people.

2. He interests himself in the fate of others only for the clues it
gives him to solve his own problems by himself,

3. He participates in this mildlyv interesting group farce only to
play along with the doctor so doctor will show him a gimmick he can
use to solve the problems perhaps after doctor gets some further
information.

4. He feels rivalry as others take up the doctor's time when he would
like to have it all for himself with no fooling around.

[ 5. He under-rates the troubles of other patients and over-rates his own.
II. AS GROUP SESSIONS PROGRESS CHANGES OCCUR IN THRE PATIENT ~-
1. Sometimes patients begin their first minutes of group therapy Ly
hurrying to identify with each other all over the place. Therapist

usually makes use of this realizing it is pretty superficial angd tran-
{ . sient, but that underlying this is still a process of grour growth,

e

2. Patient does appreciate the tolerance of the others and returns it.

3. He thus finds himself involved as a member c¢f a group of rivale and :
sees himself as taking up group time.

4. He sees the similarity of his own with others’' problems.

5. He relates to others by identification, "I understand you”. “I'm
. over there feeiing what you feel just as if I were you"--a primitive
X method of emotional interaction which members will eventually cutgrow.
But in doing so they develop more kreath of understanding and empathy
N than they otherwise could.
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TRAKéFERRERCE IS WITH THE DOCTOR THOUGE PSEUDD TRANSFERZINCZ EXISTS AT
TIMES BEIWEEN PATIENTS

1. Doctor mey be in euccession; Fether, Mother, sibling etc. to a petiert,

2. Doctor also passes through a succession of transference relations wi<h
the groun-es-a-whole. The group-to-doztor transferences are fewer end
simpler and lack sore of the subtlety chenging nuarces that the patiernt-
to-doctor transference hes, but the patient's participeticn in the group-
doctor transference is very intense because patient is swept along by tke
group emotion.

3. Positive and negative trensference feelings are usually expressed
openly.

Lb. The emergence of an autonomous emotional life - a sirong ego - from
this group transference maxes the patient much more aware of his emotional
coercion from society than individual treatment does. :

EMOTIONAL EXPRESSION BECCMES 1"RE’“R

1. The relation of patient to doctor is always stranger than of patient
to patient.

2. This strong relation allows free expression of feeling between renmters -
reminiscent of hypnosis or the psychoanalytic couch where some patients say
they are free to remember because the doctor shares the responsibility of
any embarrassment.

3. Rivalries between patients are therefore, opernly and safely exgpressa3
in all their nuances,

4, The strong tie to doctor also prevents too much acting-out batween
members outside the therapy rcom - e.g. homosexuslity, gossip.

S. At first memters become cas

t by their relative ::rsc-:l:t:ea in
cultural roles for the group - *th
fi

e philoscpner, ine exelutive leade
of: 21
)
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the fevorite child, the personification ¢Ff Tezth eio. Ut these oy
pseudo~roies wnich everxtually Tell ewey &s the group beoczes more ofoiczive
and fixed roies are not needed, ZIaci memier eventually particicates ::

& flexible self taking up any part.

.

Oo  In Thi3Z IVswalu SflaViolio EYeo.oonid 1 Seeat,  ATELELS, So1one :

are brought to individual solution at the group-patient-doctor concurrence.
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TECHNIQUES OF GROUP THLRAPY
FOR SOCIALLY AMRULATORY ADULT PATIENTS™*

Matthew D. Parrish, Major, Mc**

Relief of individual symptoms causing impairment of human
relationships e.g. depression, delusions, aches and pains,
obsessions, fears, seclusiveness,

Change in attitude and methods of interpersonal operation
between people in a family, company, or business so that
life and work become more healthy and productive,

Usually 5 to 10 patients present (more may be on the roll
of membershivn).

(See Knighton's contribution on this.) In general, it is
well to have a variety of personalities--a couple of fairiv
reactive energetic and verbal members should be present.
Also, a couple of skeptics as well as one or two who can
put themselves rather easily in other peoples' places.

Age, diagnosis, and social position are not in themselves
important.

In the first meeting say nothing. Just walk in and expect
the patients to introduce themselves to each other in sone
way and to find their own seats in the prearranped chairs.
Br non-verbal activity -~ the prtionts to interact e
feelinely and freelv as nossible,

This method is a threatening one to therapists who are un-
certain of themselves (thev usuallv sav it's too threatenine
to the patients). It works best with an analvticallv trained
therapist who has preat patience, huranitv, and psvchic
aplomh=--such as a Frieda TFromm-fleichiman or a Curtise nic~hton.

chnigues rav be fourd useful as pee ld By tae rare averand

1, laldns a cdtea., Clve a2 snort lecture on the roals of tihw
sroun, the times of meetine, and the snecial rules for

2. Going the Rounds. Each patient in turn briefly character-
izes himself and his problem,

3, Checking Each Other, Each patient characterizes the
patient on his left, (Remember that in so doing he also
characterizes himself,)

Extracted from the Fort Lelvoir ental Hypiene Bulletin, April, 1960.

o Chief, Mental Hygiene Consultation Service, Fort Belvoir, Va.
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Techniques of Croup Therapy for
Socially Ambulatory Adult Patients i Page 2

4,

S.

6.

7.

9.
10,
11,
12,
13.

14,

Throwing a Problem Out., In throwing a2 problem out to the
group "See if you as a group can get to understand from
Joe why he came here,...(or) what Joe means by what he
just said....(or) what do you think this means to him?"

Projective Technigues.,

A, Show a TAT card to the group and have each member in
turn tell a story about it., Patients then quickly
learn about how the others feel and how their owm
feelinp compares.

B. Play a 3 or 4 minute piece of recorded music and have
patients free-associate about it, (The Cavatina of
Beethoven Quartet #13 is fairly unstructured, non-
program music which is being standardized for this
purpose.)

Therapist's Non Verbal Control and Responsiveness. Look
toward a patient. Lean or hold a hand slightly toward him.
Or touch his chair with finger, foot, elbow, etc., Shift
your weight toward or away from a person or object - like
the door.

Making Patients Aware of Their Effective Operations.

A, Imitate the pitch patterns of a talking patient - cvr -
of the ~roup feeling - this can be done vocallvy or
instrumentallv (cello, viola, kazoa).

B. Translate the real meaning of individual or group
feeling into simple or allerorical words - "I hate vou,
Joe'"; "We surely do miss Joe." This can become a
running "strance interlude" cormmentarv for a minunz,

Leave tiwe croun and_stav away S or Jil minutes until a veaq
group can set togetiier over their common feeline about tnis
action.

Rearranne seatine in the middle of a session,
Go to _sleep!
Bring a new member into the group,

Have evervone sit on the floor in a very close circle.

Seat one member in the center of the ring, preferably on
the floor,

Put one merber to bed while the others sit around him and
conversation continues,
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Techniques of Group Therapy for
Socially Ambulatory Adult Patients Page 3

15. Use psychodrama techniques e.p. dramatizing and reliving
a family quarrel, role reversal, alter ego (stand in) or
2 patients may play the id and super ego of a patient as
he talks, etc,

16, Therapist as Patient: At a signal the co~therapist may
assume role leadership while the other therapist interacts,
tete-a-tete with a patient,

17, Group Therapv in a Telephone Booth would be ideal. But
gome large groups of people especiallv afraid of thcir own
feelings may be conducted in a small room adjacent to a
large hall into which patients may wander and return,

18. Fireplace Therapv. (Thorpe) Group meets in a semicircle
around a blazing hearth in a darkened room, '

19, Latrine Group, Group may meet for 10 to 20 minutes in a o
latrine. Uspecially when they go in there to get a member i
and talk him into returning to the group.

20, When one member of a group is resistive about his relation
with, say, his wife, bring the wife for a couple of sessions.

21. Encourage the Group to remain for 15 or 20 minutes dis-
cussion after the therapist leaves. This makes more group
solidarityv,

22. VWhen a patient or the sroup hrines up a situaticn veou den't
know how to handle, then sit back, experience vour own frus-~
tration more keenlv and the group itself will come up with
an answver,

Group therapv 1is supposed to he rewardine to patient, to proup, and to
therapist. Flexibility and innovation with recording, staff diScussion, and
followup make erours prou more effective and rore interesting.




: THE DYING PATIENT IN THE MENTAL HPALTH SERVICE:

A Recording of a Staff Conference at an
Army Mental Hygiene Consultation Service, April, 1960

Matthew D, Parrish

Psychiatrist presenting the case:

The patient died a few months ago, but when she came to us about five years
ago she was the 30-vear-old wife of a lieutenant colonel, She actually came here,
her story was, because she had a lump in her breast. She came to the outpatient
clinic and a doctor said, "You don't have a lump in your breast, you can go home,"
She came back a month later and said, "I still have that lump," and at first the
doctor said, "Oh, go home,™ but finally he felt it and then she said he was aghast.,
He said to her, "What are you doing going around with a thing like that in your
breast? We're poing to have to take it out right awav. Come to the hospital to-
worrow.” In a few days she had a radical mastectomy on the right side. In the
hospital, she was a terror apparently--to the nurses, to the doctors, everyone--
and yet, she was the kind of woman that Colonel W,, the Chief of Surgery, would
ask for advice about people. After she left, lolonel !, had another patient who
was similarly upset. Mrs. R,, our patient, happened to know her and when Colonel W,
asked her, "What did I do wrong with that woman?” !rs. R. answered, "You didn't
tell her she had cancer--not really. You just mentioned it and you performed a
very terrible operation on her. You probably saved her life but you didn't really
talk to her about the fact that she had cancer and what that meant to you and to
her. You were never close to her except in an expert mechanical way."

Well, she was a very demanding and controlling kind of woman who generally
got what she wanted. She was fairly attractive., I don't think you would call her
beautiful but attractive enough, with just a slight tendency toward chubbiness.
She was very bripght and maintained an alert attitude, talking straight to your eyes
most of the time. She usually maintained a rather serious attitude, but often
underlay it with a barb of sarcasm.

She was the older of two sisters, reared in the deep south, Her father was
something of an alcoholic, or at least he got to be one after marriage, and left
hone two or three times. She described her mother as a very selfish woman who had
big ideas for her daughters to go to all kinds of elite gchools, They were too
poor to go., But anyway they had those thoughts. The daughters were brought up to
marry some sort of millionaires or nobility. Mrs. R. struggled through a lot of
bitter rivalry with her younger sister, a rivalry lasting practically her whole
11fe. Eventually Mrs., R, married a general's son who was later killed in combat,
leaving her with a 4-year-old daughter and a posthumous Congressional Medal of
Honor. After he died, she came to believe that she wasn't even married to him,
that he had been married before and that his divorce was not legal. Probably she
really was legally married to her husband but she had this doubting feelinp about
it anyway. A couple of years later she married her present husband, whom she
thought of as a very driving, demanding kind of man who didn't have much self-
confidence but who had a lot of bluster. He would bang his fist through the door

' vhen he got mad at her and then she would laugh at him. Apparently she was very
. hard to live with, and all this was going on when she got the bresst lump,
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Since she was all upset ahout her radical mastectomy, Dr, H., the psychia-
trist, was called in to see her. fle at that time maintained an office in the
hospital as well as his main one out here in the mental health service. He saw
her once or twice a week for a few months as an outpatient, and then he put her
into his group when it formed. This group started about two and a half years
ago. It met on the ward once a week, She said she fell in love with Dr, H,--
very deeplv--and she was just in a turmoil about this because, she said, "Here 1
am in love with a !lepro doctor.” He was very kind to her and she couldn't get
over that, She had within herself almost every feeling for this man~-more, she
said, than for anyone she had ever known. The only other person who came near to
it was a Negro servant vho took care of her from age 2 to 5 and gave her the most
love and personal concern of anyone in her childhood., She always had very fond
memories of this woman and said that really this was the kind of undemanding love
that no one else had for her, HNer sister had an ax to grind, her mother had an
ax to grind, her father was alvays gone, there was alwavs competition with the
neighbors, but now came another liegro who gave her so much again. She was very
demanding toward him and he didn't know what to do with her. 1is big problem was
Mrs. R. all the time, although he had lots of other patients. Then Dr., H., went
on a long leave to Furope, He came back for a while but didn't really treat any-
body, and finally left the Army. !Mrs. R. was awfully mad, but she was also sort
of mourning for him.

A couple of months later her husband brought her to me and said, "!rs. R. 1is
really hurting and she has pot to have a cure! Give her a cure, even if it lasts
only for a month or two, just do something with her. See her every day for a
month and see if you can cure her." And I said, "I can't see her repularly now,

1 can only see her once or twice,”" So she said, "How about your therapy group?"
So 1 sort of fell for it and let her come into the group. The first time she was
there she just sort of warmed up to the group, but the second time she saw a great
deal of power struggle in there with those other women (there were no men patients
in the group except at times by special invitation). She flew off the handle and
got very hostile to them, but some of them put her in her place., I!My attitude was,
“So what? They put you in your place," and this, to her, was just too unconcerned.
But the next time or two she began to fit in better with the group and was sort of
nceded as an essential menber. It went along pretty well most of the time. Once
in a while she would fly off the handle. After about two months of weekly group
therapy 1 began to see her individually two days a week, in addition to the group
therapy sessions with me, At the same time, her husband got into the men's Satur-
day group., Things seemed to improve a bit and then a few months later (about two
years ago) sha brought her 12-year~old daughter along. She said, "My daughter
just doesn't know what to do. She doesn't have any real mother. I can't pay any
attention to a daughter, I'm too sick myself, So see what vou can do with my
daughter.” So I said, "Don't do anything., Just send her to school." But Mrs. R.
was all interested in gettinp this daughter to the best elite school (maybe as a
repetition of her own sufferinp). 1 saw the daughter only once, but in a few
ronths Captain M, and I formed an adolescent pirls' group into which this daughter
would fit, She did well. This was a relationshiop she had apparently never had
before, the ability to say anything she vanted to pirls her owm age. They really
took her in, and she came weckly for about three months., !Mrs. R, and her daughter
became much rmore pleamantly interested in each other,
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Meanvhile, Mrs. R. was very anxious to read abhout psychiatry. She wanted
me to pive her psychiatric boolis to read——just wanted to cram all that stuff in.
I supgpested she talk to her hushand more and pay attention to her family, but
she kept complaininpg, so I said she should read Dostoevsky or other writers like
that, but she had already read most of him, so I said, "I'll let you read a book
or two I have." So I brought her Homer's Iliad and a few other books. All these
delighted her. She would want to take two books at a time, but I would never give
her but one., At the end of the week she would have the whole book read and she
would take voluminous notes. She did this for about fifty books. She would say,
"Eventually 1'm going to Germany, Italy, etc. and 1'll see all these places these
books are talking about and these places where all these people live." As the
time drew near for the familv to be transferred to Europe she would get mad at me
and would usually say that I picked on her and made her look bad in front of the
group—~made her reveal her true self, which she didn't want anybody to see. I
made her look bad, she got off on the wrong foot with that group and was always .
second-rate, etc. i

Nevertheless, the family left for Lurope in pood spirits. They traveled
around Europe for about sixty days before they finallv settled down to the hus-
band's tour of duty. In the next months Mrs, R, traveled around Europe quite a
bit by herself., She had a part to play in the military cormunitv and she played |
it very well, Apparently she was more well liked than she had ever been., She was
a sort of queen among these people,

Then her dispensary gave her a chest X-ray for some routine reason. They
found big blotches on her lung and they said, "You've got lung metastases. We've
got to send you back to the States," She didn't go back, but she settled down,
didn't travel any more. She thought, "Well, I'11 just go along with a little more
psychiatry." So she got a German psychoanalyst to treat her, and she said he was
great. lle didn't want her to go back to the States. He said, "There's no sense
in poing back there. You're not poing to die for a while anywavy. You may as well
stay here." Some other people sald the same thing—her husband, his commander's
wife, etc. She continued to do her part well in the life of the community. Even-
tually the dispensary sent her to a big Army hospital for a checkup, and some
people in the hospital thought she must go to Walter Reed, so they sent her back,
At Walter Reed, the doctor said, "What are you doinp here? There's nothing we can
do. Just go home. When you get real bad we'll put vou in the hospital and let
you die.” Of course, that's probably not quite the way they said it, but that's
the way she rememhered it. '

L )

Well, she tried to get herself referred here to the Mental Health Service,
but Walter Reed would not refer her to Psychiatry at all. She was mainly under the
care of a radiologist. She said, "I go to that man, but you know, he's not inter-
ested in me, he's interested fn that machine.” So she came out here on her owm,
without a referral. She said I was the only person she really felt comfortable
with, I think what she meant was that I was the only one she could really get good
and mad at if she wanted to, and not have too much trouble about it. Anyway, about
14 months after I had terminated treatment with her, 1 started seeing her again
sbout once a weei:, She was mad as heck because she wanted to see me every day for
l‘: six weeks. She said she had only about four months to live, or some such time that
she made up, and she wanted to get well in six weeks and then live the rest of her
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life. The doctors had told her at this time that her life expectancy was six
nonths to a year and a half but she put death much closer. She figured she was
goinpg to die in three or four months so she was going to take part of that time
to get well and part of it to really be happy with her daughter and husband.

So I said, "That's for the birds, you don't do it that way, you live now, You
can have treatment if you need it--that's all right., But you don't wait until
you're well to start living." Anyway, she came., Ve didn't do too much that was
different. Probahly we didn't do as much in treatment as we had done before.

She had a lot of argument about, "Why can’t I come once a day instead of once a
week?" At the fourth weekly session, I told her something had happened that 1
couldn't see her on the 6th session but could continue to see her weekly after
that, On the next meeting, which was the 5th, she entered my office with a grinm
look and was carrying a package wrapped in browmn paper. She sat down, pretty
calm at first, but she kept working herself up into a tremendous rage over some-
thing vague-—mostly that I didn't help her enough. Suddenly she screamed, ''Oh,
you're terrible!" She jumped up and started to flail at me. I would catch the
blows on my forearms, I let a couple of them land--once in the face and once in
the shoulder. I'm not sure why I did this, I think it had something to do with
satisfying her. Anyway, she sat down and said, "I just can't do anything to hurt
you.,”" Then she grabbed my stack of unread electroencephalograms and threw them
all over the room, very quickly before I could do anything. So I just sat there--
EEGs all over my lap and everything. I said, "Let's talk about thinpgs.” So, then
she reached down for the third attack and picked up one of the EEGs and just tore
it up into confetti and threw it all over the room. Then she sank back into her
chair and cried. She just cried and cried and cried. Finally, she said she |
wanted to see me the next week (the 6th interview) and not be delaved, 1 said I ’
wouldn't be ahle to sce her then but I would see her every week after that, She

sald that she would just get herself lost and I wouldn't see her. Then she said

she would see me again in six veeks, She started out the door, then she turned

back, reached down and got her package wrapped in brown paper. She said, "Here's

the book I bought you. 1It's Paradise Lost,"

In this last office interview she went through the whole gamut of emotions.
She was carrying out a sort of love at the end, I thought, but there was a lot of
forlornness in i{t. I didn't see her in the office any more. Two or three days
later she was in Walter PMeed hecause she had become so upset. They X-raved her
and found she had multiple brain metastases.

1'11 tell you my feelings in this, and my feelings are in a way more impor-
tant than herg for an understanding of the situation., I thought at that time,
"Well, this explains why she got mad. This was the only patient that was ever
this mad at me--and tore me up, and all that stuff..." So it was all to be blamed
on the metastases, you see. But then I said, "Wait a minute. !etastases make her
kind of crazy and more uncontrollable.” So then I felt guilty for blaming the
metastases, Concerning other patients, I don't really think brain metastases
cause specific behavior. A certain provocation might make them fly off the handle
more easily but people don't fly off the handle just because they have brain metas-
tases., They might even be very dependent and docile. I don't see why their he-
havior would have to he of any one type. The specific behavior would have something
to do with the relationship with me. )
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Halter Reed sent her home but she had verv bad vomiting. She couldn't keep
anythinp on her stomach, was petting dehydrated. She wanted a doctor to give her
something to keep her from vomiting, etec. So she came to our hospital and they
admitted her. I sav her there but under the care of the internist the vomiting
was becoming controlled. Her husband was hovering over her, solicitously, over-
demonstrative. I sav her two times in the hospital. She was only there four
days. Then she went home, I told the doctor and her that I didn't think she
had to stay in the hospital., She said, "I don't thinl so either. I just want to
stop vouiting, if I can, and get on my medicine all right and go home." The doc-
tors had kept her on a little bit of thorazine and a little bit of some analgesic
like demerol. Strangely, however, she did not become addicted to opiates, as far
as I could see. She went home. She would call me on the phone every few days.
She was in bed most of the time. Walter Reed gave her a hospital bed to live in
at home, and a wheel chair and some other special equipment for bedridden patients.
They also gave her a lot of advice and medicine and taught her husband how to give
her shots, Lventuallv she called me up once a day. She would always feel closer
to death each dav., They told her at Walter Reed when she left there just before
her vomiting spell that she had six weeks to live, but she took that six weeks
as an absolute maximum, She kept saying, "It won't he six weeks. I'm going to
die next week," things 1like that., And she would say this until everyone got
lined up properlv--her family became properly concerned over her dying. 1 didn't
get much hostility from her from then on, yet there had been a time some three
months before when she had called me up at &4 in the morning and said, ''How does
it feel to he waked up at 4 o'clock in the morning, doctor?” She hung up but in
half an hour she called me up again and was crying for about 35 minutes., I didn't
say anything except to grunt now and then to let her know I was there, and she
said, "I can't stand it," or something like that. I said, "I'm still listening,"
and she stopped and gulped and just realized that this was really something--that
I listened to her. This was one of the bipgest impressions on both of us in these
last three months.

Now she was in bed in her own home, the home her hushand had bought for her--
just what she wanted, and she was all tickled about it., She called me to tell me
how tickled she was, and said she sat on a bench in the kitchen lookinp out the
windov at the squirrels and everything, Then she would call and she would be in
bed, and she would say, "I want vou to come and visit me. Can vou possibly do Lt?"
At first I put her off but about a week later I went to see her, It was the first
time I ever saw her outside the office or hospital. She was in bed and was kind
of happy. She said, "I must say, everything is so wonderful. There is a glow of
love around me, My husband is here and my daughter isn't in boarding school any
more. She livés at home and will live at home until 1 die., Then she's poing back
to school. My mother is here and sister is here, and every once in a while a
friend drops in. Yesterday a member of my old therapy proup came to see me. Every-
thing is wonderful." Yet only two or three weeks before this she had complained
that "that dadpgurmed sister and mother and husband had pone and hought her a plot
of ground to be buried in and were just irritating her to death over it."

After this, however, in her daily phone calls she seemed to be in great .=ace
and everybody was just waiting on her and everything was just wonderful. "But you
know," she said, "Mother still tries to control cverything, She still tries to
interpose herself between mv sister and me. I used to hate my sister., I used to
think ghe was a selfish person, hut we've had long talks now and it just isn't so.

-
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She has had psychotherapy and that doctor has done wonders for her. She is much
chanpged, The main thing is that she and I know what we feel, and Mother tries

so hard to get herself in between us again but we just don't buy it," She for-
got she told me this, and she told me again on other days. She said, "I don't
remenber too well now what I say and I might tell you things two or three times,”
I visited her again, sitting next to her bed, and was alone with her there. It
was a very bright room. She was kind of clumsy with her hands a little. She
didn't have any pain at the time., She said she had some pain once in a while dur-
ing the day, maybe for an hour or two, and she wasn't taking any regular shots.
She would take shots for a couple of days, then she would skip a couple of days.
She sort of took care of herself by putting her head in the ripht position or
sitting upright long enough, This was important to her and seemned to straighten
things out in her feelinpgs., Also she would ask someone to do somethinp for her,
This was sort of magic in a way. It would take care of the pain whenever there
was any. So this time as I was sitting there, I said, "Look, you're in the bed.
You don't have to be in the bed. See, you're moving around, wiggling around like
a child, You wouldn't have to stay in bed and become stiff and weak lile you seem
to think, If the world's heavvweipht boxing champ stayed in bed lilke this for two
months I could lick hin myself. If you get up and move around vou'll be strong
like you ought to be. The way to do it is to sit up a while, and vhen you feel a
lictle weak get back in bed. Have your husband push you outside in the air a bit.
Do a little bit and vou will keep your strength up." Now, I thought at that time
that I didn't want her to die, and I thought I vas probably making her have a show
of heing alive when really she was moribund, and I was only fooling nyself, MNever-
theless, she tovk it vervy enthusiastically and she pot out of bed, got into the
wheel chair and wvent around the house that verv moment, Then she got to voniting
and she had to get back into bed again. She pot up again a little bit later and
was up for abhout an hour. Finally she got back in bed and I went home, and I
thought, "ilow what on earth was T really doing?" I formulated an opinion that
this is what had happened:

This woman had at last reached success in her life., This is what she had
always wanted, !Maybe she had had it when she was one vear old or before there was
a sister, and now it had happened to her again, The family had established what
seemed to be her plide path, She and they were trying to end her life mission on
that runvay six weeks distant, Oeccasionally they would pull up for higher alti-
tude, trying to lengthen the plide path, you see, as 1f they were saying, 'Ve
can't learn hov to land in six weeks, We'll learn how in six months. At this
rate we're going in too fast, so we're going to pull up." But then she would
start vomiting and they would say, "“Gee, she mipght die in a couple of days and we
have all this talking and caring for her and for each other that we haven't done
yet.” They would just crowd around and be very solicitous. So it seemed to me
as if they had a headwind or somethinp, and they had to get the airplane down and
then drop the flaps and get down quicker, Now if they really had this kind of con-
tract they were comuitting euthanasfa. I didn’t wvant to commit euthanasia. 1
wanted to keep the patient alive to the last minute, alive as long as possible,
just any kind of life, and in the last minute science mipght discover something
that would cure her.

Yet, I think I had never scen anybodv so succesaful in mid-life as this
woman vas at the end of it. She had everythinp, She had everything she alwavs
wanted, and ghe knew she was poing to have it better tomorrow than today. She had

)
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everything to look forward to, And you and I, we will have uncertain lives.
Tomorrow we can pet drunk and kind of evade life but then the next day we're
going to have to go to work, That's how it goes, and we can't do what she was
doing. I think I was envious and I think I didn't like her to do that. I think
that was part of it, anyway. That's wvhv I would savy, "Get out of the bed and
stop beings so bloominpg dependent.” I had often tried to do this with her and
with other patients. This is appropriate to do when the patient is not dying,
but she had it made, The family had a contract vhich they could fulfill, They
knev how to do it--psychological euthanasia. And now 1 was coming in here and
saying, "You're going to live," but it was for my own reasons--my own attachment
to her and my envy of her dying., \lell, actually I felt sorrow for her, and maybe
compassion, You remember in the hooks, vou are supposed to assume the patient is
not going to die, and in a way I assumed she wasn't poing to die and talked as

1f the future existed. DBut she assumed she was goine to die. It was a well
worked-out contract, it was what she wanted, and I had the feeling that if this
woman didn't die in six weeks, or if somebody discovered a cure that would make
her 1live for years she would be disappointed, and so would the family and they
would have a big problem to work out.

I visited her for the 'ast time. She was quite a bit weaker. She could
hardly pick up anythine, and she really looked a little weird. The week before
she didn't lool: veird at all, She looled the way she had aluays looked. MNow she
was rather drawn looking and exophthalmic and pale. This time I plaved into what
the family had done. I didn't oppose them, I didn't say, “Get out of bed," and
all that stuff. I just talked with her normally about vhat people were reading
to her, talked about her feelings about people, I was only there 20 minutes when
ghe said, "Uell, goodbye, I feel a little weak., You go." Then she died two dayvs
later. She died at home in her sleep, which anyone could have predicted, exactly
the time when her death was predicted. The night before she died she was talking

with the family around her,

Question:

I wonder why she had so little pain, vhen we know that she had bone, brain,
and lung metastases for a long time.

Ansver:

Well, it seems that the amount of opiate or drug to kill pain depends on the
social situatidn you are in. If you are surrounded by a lot of howling people or
people who don't 1like you, it will take a mighty lot of opiate to keep you out
of pain, hut if you have evervthing you want, regulated the wav vou want it, and
not only the way you think you want it but the way that's pood for vou in the
situation, then you may not need any opiate. Now this seemed sort of fantastic
to me., It still does a little., But it seems to me that this is something on the
order of vhat happened, and maybe the most fantastic part is that maybe 1 was
envious of her. She was getting what we all want for ourselves. Maybe sometimes
wve would like to see sick people have a little pain so that they can deserve the
care that they pet. I'm not sure of this, but it seems fitting, anyuay, with

the other feelingps,
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Question: Is that why you were mad at her?
Angwer:

Mo, the first time when I told her, "I'm mad at you..'l was angry because
she was taking herself away from me, taking her personality, Of course, it now
has a second meaning: I was mad because she, and not I, was staging all that
long dying scene. Anyvway, when I told her 1 was mad at her for dying, she said,
"“Oh, 1'm so glad you're mad.”

Since then I have noticed other times when people had a sort of contract
to be mentally 111, A family or a group or a community agrees that an individ-
ual must have certain symptoms, and so the individual develops them. Yesterday,
after you left, a patient, M.K., said, "My mother and mv brother and me used to
have big troubles together, and my mother would say, 'One of us is going to go
crazy,' and the way she told it, by polly, it was just about that! Vhen one of
us did go crazy it did relieve the whole business, Ve could all say, 'Well,
she's crazy,' and we would take care of her and there was no longer a big strain.”
Well, there arec other patients we have that I have thought bacl: on, and this sort
of contract fits in many vays. You know, we always talk about the fact that the
responsible men in the Army, whether they are master sergeants or colonels, they
can't go crazy, vou knovw, so each one pets his wife to go crazy for him and she
comes into treatment and he stays away from treatment. This is a minor contract,
a contract for a neurosis usually, but it's a social contract, and certainly what
Mrs., R. was doing seemed very vividly to me a form of social contract. It rubbed
me the wrong way at first, vhen I realized what was going on. Then I saw that
this is culturally appropriate 1if we do it right,

It seems that wve do very hadly with people who are dying when we take them
out of the home, We are no longer able to handle them so cvervhody else wants
to get in bed and die maybe, or something like this, but they don't let the
patient regress, they slam her in'a hospital bed, visit her a 7 o'clock, and all
day long she has a relationship with the hypodermic needle. The nurse comes in
and gives her a shot, then the patient hollers some more and they pive her
another shot.

Question:

Was there some special difficulty between her and the hospital staff that
made them part company so easily?

v

Answver:

Well, she was harder to pet along with than the average person. She was
more perceptive and was stineinply eritical. She either kept herself active with
forceful demands or she remained morose and sad and forlorn in the hard cold hos~
pital--where we don't let nurses nurse anyway. The nurses are medicine-pivers and
the doctors mostly make rounds and decide what the medicine-givers shall give.

Question:

Viith so few staff and so many very sick patients for 24 hours a day, the
hospital from a human point of view fiphts a losinp battle anyway, doesn't 1t?
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Angver:

The hospital often tries to do for the patient what the family should be
doing.

Question:

But patients seemed resipned to whatever hospital management thev get.
They even shou gratitude.

Ansver:
Yes, even in the worst hospital they'll often say, "They treat me so well."

It may not be as pood as a home would have been but for them it is pretty good,
I guess.

Question:

She had a peaceful death and a stormy life, where most people have the 1
opposite., Did she have a preat reaction that was obvious, about her death? Was 4
there ever any grief attached? {

Answer: j

\ A little, maybe, but it wasn't what I'd expect, I think at first she felt
bad and just busted up because of it., She was worried and upset. Then she pot
on to this worrying about her daughter. She had great, unrealistic, crazy plans
for her daughter--after she herself was dead. But then she got on this track,
this pglide path I was talking about, and there was no prief, no crazy plans.
Just peaches--preat love for everything.

Question: (inaudible)
Answer: }

Well, you see, I'm trying to pet an intuitive feel ahout vwhat's poing on in {
our culture., I think in looking back at the alcoholics I have known, many of !
then vould 1like to have a dramatic case of leukemia. "I just want to die. Nobody
loves me,” etc. This is a popular thing to have--leukemia--and next to that,
sone other kind of cancer.

Nobody is going to die of tuberculosis novadays, hut in the days of La Tra-
viata, tuberculosis was the romantic thinp to have. MNowadays, you've pot to have H
cancer if you are really poinp to die importantly. Cancer nohody can do anything
sbout! Leukenia seems the most important. Cancer of the breast or cancer of the
prostate is 0.K., but some other kinds are probahly not too good. Cancer of the
eye, for instance. 1'm serious about this! This is real. I'm trving to fipgure
out vhat's in fashion for the times. I hear it in the patients, the attitude

Q they have toward disease. 'hat's a popular discase to have?

Question: (ell, what about heart attacks?
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Angwer: ,)

Yes, that's great for bip executives or something but it doesn't have the
martyrdom to it that cancer has, I think it's about a fourth rate way of dying.
That's like driving a Chevrolet instead of a Cadillac.

Question: VWhat did you feel ahout going to her house?
Answer:

It felt quite appropriate to me. ‘faybe it really wasn't but I felt it was.
I learned a lot--seeinp the family's taste...the kind of food they ate, the way
they showed off some objects, cared for some, let others ;o dusty, unrepaired,
unpolished, I got a fcel for the sort of obstacle course of furniture and stuff
you had to pass through in order to walk the length of the house., I saw the
traces of little family habits in bathroom and liitchen--the way they managed dirt,
ablutions, and other little rituals. These are thinps the patient can't tell you
in an office, any more than he can tell vou over the phone what his countenance
looks like. These thinps are not fully available to the patient's consciousness.
I saw her sister in that house and she wvas quite personable, not a monster at all,
which I had thought she wvas from listening to the patient,

Question:

I'm thinking in terns of the fact that this i{s an unusual situation in psy-
chiatry--to have a lonp-term patient who died in a slow way. And I think I would )
have a lot of feeling hoth ways about going in. It seens to me if you go to her
house, at that point you are not pgoinpg as a psychiatrist.

Ansver:

If I'm not a psvchiatrist, then what am I? Maybe I'm a psychiatrist acting
like a doctor. I think, though, that 1 did go as a psvchiatrist,

Question:

Well, maybe you were called in on a psychiatric consultation, but it seems
to me you went to her house not to make her improve psvchiatrically but mavbe as
a friend.

Answer: Well, can't a psychiatrist be a friend?
Question:

1'm talking in terms of a professional role. I don't think he goes in and
says, "Tell me about your feelinps." 1 think he poes in on the basis of "I've
known you for a long tinme...” I'm not saying he couldn't; I'm saying he wouldn’t.
Actually, I'm not sayinp~-I'm aslking vou.

Ansver:

Well, she and I would talk about feeling a little because it seemed to me I
was the only person left she could be angry at. I think you're saying, when you
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talk about feeling, "What did vou do next? etc." but 1 don't think a psychia-
trist alvays tall's and listens ahout feelinps. This is only one way to do
therapy. There are many methods of therapv and I think you may be therapeutic
when you just go to the home,

Question:

I am thinking that this action of going to her house, though it might not
be criticized openly by other psvchiatrists, I think that somebody might say,
"What was going on at the end of her hour?" ™"What's the kind of transference
behind 1it?"

Ansver:

In analysis, vou can treat onlv with transference, That's vour onlv hold
on the psyche of the patient, and you only have sensitivity to that transference
with regard to vour own feclings. I think here we are dealing with a larger
block of life than can be dealt with in the analvtic interview.

Frank Lloyd Wright once said there shouldn't be such a definite vall between
the living roon and the trecs outside, that vou should pass onto a porch, then
onto flagstones out into the grass, then to the shrubbery--there should be a
sort of transition., You don't neced narrow channels and thresholds. 1 think psy-
chiatry can be lile that. Some analvsts don't sav a word. They are just doors,
I guess, All analvsts are not that way. I think there are analysts who go to
sce patients,

Question: But it's inappropriate to po to the patient'’s house?

Ansver:

Maybe so. I think I felt puilty about my part in the "euthanasia" scene
being staged at home bv the family. Once when she told me she had four more
weeks to live I said to her that however long or short she lived I would still
be the same person with her. At least, this is what I claimed... In a way, she
kept saying to me, "Give me the glow of love" (which she finally got), or else,
“Give me hostility."
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Revised 1977
PROVELBS~-~their use in individual and group evaluatior.
MATTHEW D. PARRISH - FT. BELVOIR April 1960

PROLEGOMEYNON: Brein injured, senile or retarded or mildly psychotic
patients can cften meke & very good social impression, even carry off an entire
interview, as long as they cen keep the situation familier. The interpretation
of proverbs is one way to provide a controllable but unfamiliar stress.

The following shows their use in a mentel hygiene service.

I. Individuel Interviewirg: When the interviewer asks a patient to
interpret a proverb he may expect it to reveal:

(1) The ability of the patient to form abstract concepts. Example:
"a rolling stone gathers no moss", when interpreted abstrectly ;
and generally may mean "a vagstond rnever gathers any materizl [

roopenaitd goods" -~ interpreted torrectly: ''stcuss which always roll

around a lot never have & chance for moss to gather on tiem", i
When this ccrete-thinking petient is pressed to interpret the '
proverb with reference to pedple end to life in general, instead h
of just to stones and moss, he may sey.."If I walked out theare

on those terraces, no moss and grass would stick to my shce".
The concrete interpretation may occur in ary impairment oF }
thought which tends to narrow the patiernt's horizon of per- ,i
ception and his resourcefulness. Thus in panic, brain dazege, ]
schizophrenia, or at tender age; his eccessible store of asscci- ’ﬂ
ations which are appropriate to the interview situation rcay te
very limited.

(2) The vividness and completeness of the patient's conceptions is :
revealed. The patient may go beycnd the average abstraction ;
and generalization and show poetically intuitive thinking. :
Example: In interpreting "The toad plans to eat the wild goose's i
flesh”, the patient may bring the interviewer to a clear emo-
tional understanding concerning the ridiculous but self-assured i
calculation of certain almost helpless dolts aspiring to over-
reach the free flying, highly endowed -artist vho sweeps along
oblivious to them. The patient here may present in a picturesgue
manner the humor, the pity, and the quiet confcrmity to nature
in this proverb. Seeing the proverb with poetic feeling may
indicate a somewhat higher order of thinking than a mere intel-
lectual abstraction or generalization. If the shock of feeling
produced by the proverd however, is too intense or bizarre, this
may Indicate pathological thinking.
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cont. Pg.#3. Proverbs

IV. List of Proverbs: One can collect proverbs from proverb books?
language texts and hearsay. The following is a list of rather hard proverbs
familiar to few patients. Remember that almost all proverbs admit of more than
one abstract interpretation.

1. The farther into the woods you go, the more trees there are.
2. One hand washes the other, both wash the face.

3. One dog barks and a hundred bark at the sound.

4. God has hands of wool and feet of lead.

5. A dog can only dream of bones.

6. You can't catch two frogs with one hand.

7. To covered milk, no flies.

8. -It is darkest below the lighthouse.

9. A bird can roost only on one branch.
10. Meat on & hlock can be chopped any way you like.

NOTES:

(1) An exposition of the clinicel use of proverbs:
Elmore, C. M. and Gorham, D. R., Measuring the impairment of the
abstracting function with the proverbs tests.
J. Clin. Psychol 13, pp. 263-266 July 1957

A classical source is Henry Davidoff, A World Treasury of
Proverbs from 25 Languages, London, Cassell 1961




PROVERES~-their use in individual and group evaluation.

MATTHEW D. PARRISH April 1960

PROLEGOMENON: Brain injured, senile or retarded or mildly psycletic
patients can often meke a very good sccial impression, even carry off an entire
interview, as long as they can Keep the situation familiar. The interpietation
of proverbs is cne way to provide a controllable but unfamiliar stress.

The following shows their use in & mental hygiene service,

I, Individual Interviewing: When the interviewer asks a patient to
interpret a proverb he may expect it to reveel:

(1) The sbility of the patient to form abstract concepts. Example:
"a rolling stone gathers no moss", when interpreted atstractl
and generally may mean "a vagabond never gathers any material
goods" -- interpreted correctly: "stones which always roll

When this concrete-thinking petient is pressed to interpret the
proverb with reference to pedple and to life in general, instead
of just to stones and moss, he may say.."If I walked out there
on those terraces, no moss and grass would stick to my shce'.
The concrete interpretation muzy occur in any impai:ment of
thought which tends to narrow the patient's horizon of per-
ception and his resourcefulness. Thus in panic, brain damage,
schizophrenia, or at tender age; his accessible store of associ-
ations which are appropriate to the interview situation may te
very limited.
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(2) The vividness and completeness of the patient's conceptions is
revealed. The patient may go beyond the average abstraction
and generalization and show poetically intuitive thinking.
Example: In interpreting "The toad plans to eat the wild goose's
flesh", the patient may bring the interviewer to a clear emo- |
tional understanding concerning the ridiculous but self-assured
calculation of certain almost helpless dolts aspiring to over-
reach the free flying, highly endowed artist who sweeps along
oblivious to them. The patient here may present in a picturesque
manner the humor, the pity, and the quiet conformity to nature
in this proverb. Seeing the proverb with poetic feeling may
indicate a somewhat higher order of thinking than a mere intel-
lectual abstraction or generalization. If the shock of feeling
produced by the proverd however, is too intense or bizarre, this P
may indicate pathological thinking.
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(3)

(4)

(5)

Proverbs

The patien* may projJect into the proverb his concept of hin- ,)

self and his own life. Thus, a patient who feels ogppressed
may interpret nesrly everything in terms of struggle with a
superior. Example: The rolling stone may have the connota-
tion of an outcast son. The toad may be a worker oppressed
by his boss.

The proverb may reveal the ability of the patient to "shift
gears" in his thinking to see the problem in a new frame of
reference. Example: After the “rolling stone" is interpreted
abstractly as in (1) the interviewer may ask for a completely
different interpretation with regard to people or life. The
patient then may say "a man who keeps himself busy never
stagnates'. Note that the different interpretation is still

an abstract one. If the patient merely reverts to the concrete
way of thinking there is no "shifting of gears".

The proverb may reveal the patient's emoticnal reacticn when
faced with a problem that he can not solve. Example: He may
be asked a very hard proverb, or he may be asked to give a
third completely different interpretation for "a rolling stcne",
--whereupon he may (a) blithely give the same old interpreta-
tion in slightly altered form and refuse to see that he has

done no rore than this. (b) get angry. (c) stammer and sweat,
(d) give excuses. (e) give up with indifference.....ceceesss

II. Group Interaction: Wnhen presented to a group for interpretaticn a
proverb will provide scme or all of the above information and in additicn it

will show:

(1)

(2)

(3)

(L)

The ability of the group as a whole to collaborate on a solution.

The ability of the individual patient to Join the group eitper in
productive effort, or in a supportive attitude towards the 'brains"
of the group, or in leading the group away from a solution, etc.

The methods the individual uses to handle his anxiety in a group
(humor, sweat-it-out, wait for the word from the leaders, etc).

The group's influence on the individual. For example..the group
may prevent him from "shifting gears".

III. Statistical Data on Interpretation of One Proverb: One hundred con-

secutive soldiers teing screened ror Army Pilot Training were asked to interpret
individually the proverb "a rolling stone gathers no moss". Twenty-nine percent
interpreted the proverb only in the general sense that a "vagabond never gets
rich, or the converse-that if one settles down he will gain friends, etc."
Thirty-three percent interpreted the proverdb only in the sense "that a busy man
never stagnates, etc.". Thirty-three percent could "shift gears", and interpret

the provert both ways. Two nercent could only interpret the proverb concretely.

VA, P TIETAE L B Te TR e < —————— =

—i

P —




10/12/73

COMIENTS ON MAMN A'ID TRCIMICS, by Oswald Spenpler, N.Y.: Knopf, 1932,
or Ner llensch und die Technik, C, ll. Deck'sche Verlapsbuchhandlung,

Munich, 1931. By M. D. Parrish

p. 6, "Achievements of humanity" means amuscment-making and sparing of human
labor, with lack of concern for the soul. The soul = the abstract essence of
the culture reflected microcosmically in the individual member of the culture-~
the pattern of the culture's thought and behavior reflected in the pattern of
the individual's thought and behavior. (-~what vou, the spirit of the ages
call i{s nothing but the spirit of you all, wherein the ages are reflectec~-
Faust 11, 577-579,)

pP. 12, "Mankind" means the white races, or more exactly, the inhabitants of
their great cities, or more exactly still, the "educated" among them~-the intel-
lectually and verbally expressive.

P. 15, Destinv of an individual = being born into a particular country, a
particular people, a particular region and class within a certain world-history.
"There are no men-in-themselves, such as the philosophers talk about, but only
men of a time, of a locality, of a race, of a personal past, who contend in
battle with a given world and win through er fail, vhile the universe moves
slowly on with a godlike unconcern."

p. 19-26., Man is bv nature a beast of prev, Therefore, with perspective-
seeing eyes that command space and fix upon a target., le is highly mobile,
combative and clever. The opposite type-=-a cow or elephant--keeps his charac-
ter in captivity. But big-citv man becomes in some respects a cow, domesti-
cated, loving comfort, and therefore a prev to the more cleverly active races,
though there is a dog-eat-dog life in the great city.

p. 38, "As the implements took form from the shape of the hand, so also
the hand from the shape of the tool... It is impossible that the formed hand
was active even for a short time without the implement."

p. 40, The eye seeks out the connection, the cause and effect, the truth.
The hand works out the connection of means and end. It works simultaneously with
means and end, and with facts.

p. 41. "The act of the thinking hand we call a deed."

p. 56, Speech appeared rather suddenly., Speech is never a monologue. It
is intended as conversation. "All speech vas of a practical nature and proceeded
from the 'thought of the hand.'"” (Later it became speech of the eye--of truth
and cause and effect, and of soliloquy.)

p. 56. Spcech equilibrates with enterprise as hand equilibrates with imple~
ment. Both developed together, each forming the other,

P. 58. "Collective enterrrise produces social thought.” "Collective doing
is as effectively a unit as if it were the doing of some single giant.” The suc-
cess of collective doing leads man to give up the more ineffective freedom and
individuality, Hence, he develops language and collective styles of behavior
and of belief,
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p. 59. ™ian has become the slave of his thought,":

p. 63. Political life produces power, economic life produces booty. Com~
bative subjugation or subordination is natural and is the normal method of
hunan progress. In primitive life, vhere techniques are poor, individual life
measures but little. In every (lcelandic) sea vovage only a part of the ships
reached port, 1hole tribes died of famine, but (p. 64) "the numbers decreased
rapidly, but what was felt as annihilation was not the loss of one, or even of
many, but the extinction of the organization of the 'we.' The individual dis-
appears into the greater numbers of the wealthy tribes and into the house"--
that is, into the family,

p. 70. "It is precisely mankind's best specimens that know least of quiet,
happiness, or enjoyment.,"

p. 71. "The idea of personality in its dark beginnings is a protest against
humanity in the mass, and the tension between these grows and grows to its tragic
finale." The group leaders remain gmall, There is increase of hands, not of 1
heads. The ever small pack of the gifted dispose of (manage) the increasing herd.

p. 72. "The ego hates only his peers, envies noune, despises many," and is
envied by many, The wish of the subordinate is not to destroy the superior but
to destroy some subordinate--even to destroy hinself as a subordinate, thus be-
coning a superior by means of ruling some subordinates. The individual does
not struggle apainst power. Ille struggles to become power. He struggles against !
society {(cf. Freud). But the individual who can see the actuality of his being
created by the confluence of group forces and behaviors can step tevond such a
position, If another culture, different from that of the past, develops from
people meeting the challenge of a certain landscape, then the people can rise
to no higher complexity than the past people. But if people build a newv cul-
ture by neeting the challenge of a complex set of artifacts and varied land-
scapes (moon, space), then a new height develops,

P. 79. On the one hand, warriers (nohles, lauyers, politiclans); on the
other, priests (doctors, teachers, journalists). On the one hand, facts; on the
other, truth. On the one hand, destiny; on the other, causalityv, On the one
hand, intellect as servant of strong life; on the other, intellect as subjuga-
tion of living. Inventors invent for the fun of it, regardless of the conse-
quences to other people or ultimatelv to themselves, The set of inventors and
scientists and entrepreneurs thus proceed they know not where, They must onlv
proceed. The individual laborers often see work as irritating and do not see
the purpose of a business enterprise as a whole. Thev see the relation of the
pressroon to their house and their place of recreatioan. 'Men no longer see...
that leaders' worl: is the harder work, and that their otm life depends on its
success: they merely sense that this work is making its doers happy...and that
is why they hate them."

p. 81, Vikings reach Spain in 796, inner Russia in 859, Iceland and lforocco
in 861, then Provence and Rome, The Black Sea, Kiev, and Constantinople in 866.
The Caspian in 880, Persia in 900, Greenland in 980, llorth America in 1000,
From Constantinople they set themselves up in Greece and Asia Minor in 1034,
From llormandy they set themselves up in Sicily and Lower Italy in 1029, in
England in 1066,

,t.‘\

P. 91. "As once the microcosn 'lan against Nature, so now the microcosm
Machine is revolting against Nordic man."
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P. 98, The masses are revolting against the role the machine has earmarked
for them. But they can't conceive of machine-ness as a reality or a force——they
think only the possessors of the machine are a force. But if each worker pos-
sessed his own machine he would still be more and more enslaved to it as the
style of living by the machine progressed. The economic value of every real
personality in technics leadership has become so great the masses can't compre-
hend it, can see no reason for it. In the machine world the individual is now
entirely without significance. "Only numbers matter."

P. 101-102, The center of gravity of the industrial world is moving toward
the colored races and the underdeveloped world. The white men gave the industrial
secrets to Japan, Malaya, etc. WW I really resulted in the rise of the worker.
WWII really resulted in the rise of the colored peoples. To the world, though,
the American Negro is a white man.

p. 103, For Faustian man, the Faustian technics are an inward necessity.
"Navigare necesse est, vivere non est necesse.” For the colored peoples these
technics are but weapons against Faustian man, The technics will be discarded
when the fight is over. The technics will end when Faustian civilization ends.

p. 104, "Optimism is cowardice," =-—optimism concerning the future of the
West--because it prevents us from living the remaining fipght. We only give up
now and tell ourselves there is no need to fight, as indeed there is not if we
say so, for at that point Faust is dead.
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SYMPOSII™ ON GROUP PSYCHOTHERAPY «

WALTER REED GENERAL HOSPITAL

(Remarks of LTC Matthew D, Parrish, 30 November 1961)

Well, I guess some people think of group therapy as e child of necessity;
they hope to treat six people at a time--48 patients a day instead of only 8.
But the group therapist is not just trcating 48 patients, he tries to get hold
of a social system--to see how it works, to help it to change., Therefore, if
he has six debt addicts in a group, he will frequently get tneir six wives into
a group--maybe combined into the same group, maybe not. The group will very
likely meet in the evening; it will meet for one-and-a-half-hour sessions fnsteead
of for 50-minute hours; there will be two therapists instead of one; the two
therapists will spend perhasps an hour discussing the session after it 1is over; ,
they may make visits to the community, to the stores that sell to the dcbtors, ‘
etc., Group therapy is often very direct; it takes the problem quickly in hand, '
but it is not necessarily convenfent nor time saving. !

YOL see, the approach of a therapist to the group wmay be quite different !
from his approach to the incividual; as‘an {ndividual therapist he may squeeze :
the patient into the mold of the aralytic model or the organic-genctic wodel
(anyone can be squeezed into any model and therapv will still go on), In that
sort of treatment the assumption is that the individual is a self-contained,
complete organism and that several oi these corganisms together would make a
group.

The true group therapist, on the other hand, seces the group mind as
coming into being Lefore the individual mind, Certainly each of us was born
into a social world which was dominated by the mind of the Western Culture,
From this mind we derived language habits and patterns of thinking. We cculd
not possibly choose to think without verbs--without agents of action and without
objects of action--though some languages thinlk this way, No, we simply inter-
acted with this group mind that we found in our world and we derived a certain
way of thinking which was itselfla part of that group mind, We began to fulfill
certain roles for the group. Did any of us bring with us fully-developed
individual roles or ways of thinking which we forced the group mind to accept?
No, we were born at a certain time in a certain family positicn with certain
hereditary shape and appearance, Because of this we were pretty much forced
to adopt a particular role in the group. If cne of us, here, with his same
heredity and the same neonatal desires and instincts had been born the fifch
child in a Hottentot family in 1877 he would have become quite a diffcrent
individual from what he is now., How little choice we havel

Now it is obvious that the group mind has tremendous influence en the
child, But it alro continues to have tremendouc influence on the adult;
minute by minute he adjusts his so-called individual thinking, his language,
and his desire in accord with the feedback he gets from the groups where he
plays his roles {in daily life, A patient may, of course, identify himself

published at WRGH by Theodore McB. Badgley
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of the world around me and I began to see it {n the groups we treated, As co-
therapist we first took a group of 30 ex-psychotics; we lectured to them, tried
to get them to interact, didn't get very far. After awhile I was transferred
to the women's ward; there the group was more interesting, they were much more
emotionally expressive in that group, 1 began to try all sorts of things; once
I played a record and let them free associate to it in turn so each member saw
how the other person was able to feel about this. Later I played the same
record to other groups, sort of standardized the responses like a Rorschach.

We varied the meeting places of the group and this had an effect on what the
group was able to do; it made quite & difference whether the group was in a
small room tightly packed, or in a large room scattered along the walls,

Well then, I went down to the SCO and told them I wanted to go to
Austria, second choice, Germany; so they sent me to Korea, 1 tried to get
groups together over there but people came and went so fast it was hard,
Finally 1 got to a big clinic in Yokohama. There we had groups of outpatients;
again women in groups were more reactive emotionally than men~--they would cry
or cuss each other out, or stalk out, and the others would run after them and
bring them back.

Later I came to Fort Belvoir where ‘nobody had heard of group therapy,
It was really a child guidance clinic but they played with children one at a
time, Out of a sort of desperation 1 started a group all by myvself in the
back room. Sometimes so much noise came out of the room and the patients and
I looked so interested when we emerged, that the stafr began to come around
and say, 'Can I sit in and watch?" It was whitewashing a fence. Finally the
staff caught the enthusiasm and they all started groups, every one of them,
They were treating more groups than I was; so in working with them I really
started learning. I learned the most managing sort of therapy from social
workers., The psycholegist introduced wme to social psychology--to George
Herbert Mcade, for instance~-and to some social proup theories, But in actual
therapeutic practice, it was the social workers who would sit down with me
and give free range to their thoughts; we co-therapists had a way of getting
together after a group session and "cooking something up' that in its first
form would seem so crazy Lhat if anyonc outside knew we had such thoughts,
they would have locked us up, But We would get it condensed into something
we really wanted to use and would put it into practice, I suppose I had a
dozen groups of my own at Belvoir, Some were limitcd to five sessions by
contract from the beginning, Two of them ran for three vears continuously,
with people getting well and dropping out and others jolning., Three of us
went to the Washinpton School of Psychiutry and Lock a course in Group
Therapy; we had worked topcether fo mich that we sort of dominated the class
1 am afraid. We also went to St Elizabeth's and studied some psychodrama--
so that {s my history as I think of it now,

There is one thing I want to say about history though, {t is not just
the facts of the past: 1t is the arrangement of those facts and some phan-
tasjies to fit the present, 1If you ask me my history tomorrow, I'll give it
to you differently; or {f I write it in & book, it will be still different.
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The same is true of a patient's history; if you take a social history, you will
get certain facts; then if you put the patient into effective therapy--group or
individpal~-that histery will change. Therapy changes history; a group in
therapyjwill tell you the history of their meetings after say 20 sessions, but
10 more sessions they again tell the group's qtstory, it will be

The history of countries changes in the same way. I am not talking
liberate altcrations of records like the Russians do, but the general |
ve you will find in the textbooks over here, thé thing that most people
rir country's history. I have often thought that the best way to know
ory of England is to read the Trojan War written by somebody back in
gland, say Wycliff, and then read the same history written by some

ian 50 years later, then another even later, and so on until 1961, You
ad a word about England; you only read about the Trojan War, but you
e history of England, nevertheless, because yoji learn how they change
all thdir ideas about the Trojan War. Some of the early writers give you the
ar as if it were a strugple to get Helen, and then they give you a lot
of stuf] about fate and the gods' feelings about men, Later historians give
stuff about getting control of the Dardanelles and they think it {s
conomic thing. Still later they say it is a war between different
Jes, Well now, th- history changed according to the way the culture
the patient group changed, and I rather think that the history of

|

In any therapy, I think, we must assumc that the patient's symptoms
must have had thecir pre-treatment meaning only in relation to the normal
group where he spends his daily life. When you change him by means of therapy
in a private office, you disturb the equilibrium of his living group. The
living groups actively help or hinder you; yet you sce thesc groups only through
the patllent's cyes. To me this is like doing a physical exam on a patient's
lhadow,l

how can you evaluate your patient's living group directly?-<By bringing
the wholp family in for treatment as Carl Lauterbach and Bill Vogel do; or by
going to the home for a couple of days and secing the whole family in action
as Ralph Morgan does; or by visiting the patieut at his job as some of you
occupatipnal therapists are now doing; or by talking to his teachers, his com-
manders,lhis chaplain, his physician, or the health nurse for his neighborhood--
as they 4o in many Mental Hygiene Services,

You all know a delinquent child is largely a symptom of something wrong
with a dommunity. There are whole communities with no delinquency; well, do
you work with the child or .with the community?

i
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In these next papers I hope we may see therapists getting a grasp of
the total organism out of which the symptoms grow--the total family or other
community seen as a single organism, with many organs playing various roles
and showing verious symptoms.

In the field, the engineers and the infantry are so immediately con-
cerned with social epidemiology that they support the Mental Hygiene Services
as their psychiatric staff resource and they benefit quite well from squad
therapy, unit consultation, NCO groups, etc, 1In a general hospital, however,
we can hardly hope that an entire service will handle its community symptoms--
its depressed, delinquent, or over-indebted people--by any such total means,
For general hospitals too are organisms but they are rather isolated from the
communities they scrve, When under stress, a hospital tends to revert to the
old, comfortable, one-to-one therapy, even where group therapy or community
consultation would bc more effective as a cure for an entire problem. Such a
hospital can nevertheless maintain pilot studies and research projects which
treat certain special social organisms, e.g,, milieu wards, family therapy,
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LEADERSHIP AND PSYCHOTHERAPY--FRED FIELDER'S CONCEPTS

By M. D. Parrish

Fred Fielder's Hypothesis at Group Effectiveness Research Lab, 907
South 6th Street, Champaign, Illinois, December 19, 1961.

People are divided into the following two classes:

(1) Some people have positive interpersonal relations. These people
are affected by other people's anxiety. They see their least pre-
ferred co-worker as not a bad guy. They make good psychotherapists
or counselors. They make poor leaders in a competitive or stress-
ful mission. They perform no better in competition than they do
singly "just for the record."” They put personal relations and the
dignity of individuals ahead of the mission of the group-~or even
of misaions they have planned for themselves.

(2) Some people have non-positive interpersonal relations. They are
unaffected by the anxiety of other people. They see their least
preferred co-worker as a stinker. They don't care much for what
other people think of them. They make poor psychotherapists or
counselors. They perform best in competition. They make good
leaders in competitive missions. They put their mission ahead of
their interpersonal relationms.

(Anecdotally,.it seems that) a few people function sometimes as (1)
and sometimes as (2), but most people have consistently fallen into
one of the two groups.

This hypothesis and its confirming data are set forth in Fred Fiedler:
"The Nature of Teamwork"”, Discovery (a British journal), February, 1962.

Concerning psychotherapy, various schools of psychiatry agree closely
on what is the ideal therapeutic relationship. They believe in (1) free
communication between therapist and patient. (2) They believe in the
therapist's accepting the client in a non-hostile manner. Therapeutic
effectiveness has little to do with the particular school of psycho-
therapy. This is brought out in the following reports:

Pred Fiedler: An Investigation into the Concept of Ideal Therapeutic
BRelationship. Journal of Consulting Psychology, 14: 239-249, 1950.

: An Investigation into the Analytic, Non-Directive, and
Adlerian Therapeutic Relationships. Journal of Consulting Psychology,
A4  436-495, 1950.

¢ Factor Analysis of Analytic, Non Directive, and Adlerian

Therapeutic Relationships. Journal of Consulting Psychology, 14 (?),
No. 1, pp. 32~38, 1951. (?)

Some random examples:

Poor Therapists~-probably to reassure themselves of their own superi-~
ority or "adjustment”--gee the client as different and strange.
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Fred Fiedler's Notions of 8/25/76
Leadership and Psychotherapy

An offender usually concentrates on one way to be maladjusted. Thus
disciplinary offenses, sick call rates, visits to counselors, or school
grades are uncorrelated indices of maladjustment.

Group members who saw their fellows as similar to themselves (or whose
groups saw them as similar to other group members) had lower anxiety,
higher grades, and lower sick call. They lived in adjustment with the
group. But the aim here was to maintain group status quo. Probably
8 person seeing himself as different would be a better leader if the
group were going to change. That is, he could better perform a cre-
ative mission.

--The solitary aspect of the pilot flies for love of flying itself, not
for the group feeling of flying with the squadron. Accordingly, his
relationship is with an abstract reference group--with God, with the
world of nature, or with past history. This kind of pilot has internal
difficulties, relieved by flying, and he cannot conceive of these diffi-
culties as being a part of the feelings of his group.

The social aspect of the pilot, however, loves to fly as a way of

doing a mission, together with others. This aspect may develop later
in his life as a pilot. The group can set the mission and the ambition
for him. The peer group can take the place of the abstract reference
group, and the pilot canm, by "transference," work out his original
internal difficulties--can externalize and manipulate the difficulties
within this new peer group. The pilot's original group--parents, siblings,
and world of his youth--was a part of himself and was broken off. By
flying he may seek re-establishment of that group, with himself as.a
member. The peer group becomes a part of himself now. That is, he be-
comes an organ in the group organism.
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DISASTER--NOVA SCOTIA COAL MINE

{An Extract for use in Disaster Training)
By Maj. M.D. Parrish, OTSG Nov.

Reference:

Beach, H. D., & Locus, R. A. (E3s), Dalhousie University, Nova Scotia.
Individual and Group Behavior ‘n a Cosl Mine Disaster. Printing & Pub-
lication Office, National Academy of Science, Washington, D. C., Mational
Research Council Publication 834 (1960)--Disaster Study No. 13, Disaster
Research Group on Anthropology and Psychology.

At 8:05 p.m., October 23, 1958, there was a mass shift of underground
materjal in a Nova Scotia coal mine--called a "bump" in the miners' par-
lance. There were 174 persons in the mine. Seventy-four were fatally
injured, 100 were rescued. After the rescue the mining company stopped

all mining in this community forever. The community population was 7,138.

All were families. There were no transient workers. The majority were
Anglo-Saxon Protestant. The slant depth of the mine was 14,200 feet at
30 degrees. The mine bottom was at 4,328 feet.

Small bumps had occurred every year for the past several years. There
was an average of two dead in the mine every year from all causes. A
1956 explosion in the mine haéd produced’ a great deal of work involving
many of the same persons as in the present disaster. Accordingly, th:z
community was somewhat familiar with disaster.

When the "bump" was felt above c¢round, six miners above ground inter-
preted the bump correctly as a cavein. Five of these had relatives
presently below ground. Six off-shift mirers without relatives in thsz
mine misinterpretod the bump. ¥ifteen of 17 wives whose husbands were

in the mine interpreted correctly. One-nalf of 18 wives whose husbands
were above ground interpreted correctly. Yet all townspeople were ecual-
ly well oriented and experienced about bumps. It appeared, then, that
direct personal involvement had more effect on interpretation than 4did
prior experience.

Every person above ground sought confirmation for his interpretation
from other people, no matter how sure he was of his interpretation.

Almost all off-shift miners reported to the mine fcr rescue work, ever
though this was very dangerous. It appeared that loyalty to the miner
group superseded loyalty to family. But the family's loyalty was also
tc the miner group. The wife could not have held her head up in that
society if her husband had not gone to rescue the other husbtands.

The wives whose husbands were trapped below sought company (especially
2t night) in their "extended families” or in their neighborhoods. This
aspect of disaster seems to produce a dependency group that makes pecpie
grejarious.

NEWS. Official information will suffice if it is accurate and plentiful

" enough, but if not plentiful enough or en the right subjects, then false

news will be generated to £ill the gap. (Hallucinations fill the gap in
. : |

BRI i T N R ]

-




U Bl A L M e e Be M B e s e

Disaster in a Coal Mine 8/24/76

an individual in those deprived instances where there is not enough
sensory input the suit the emotional demand.)

Below the surface the injured men became emotional isolates from those
who were not injured. They couldn't help in escape efforts., They were
a drag on morale.

At first there was a p. >d of trying to escape. The trapped men dug
in several directions for three days. Finally their lights burned out,
they met with noxious gas, and with caveins.

There followed a period of trying to survive--three more days for a
group of twelve men and five more days for another group of six men.
Water and food were rationed now for the first time. About 80% of the
men drank their own urine.

Leaders in the escape attempts (first three days) were usually senior
miners. They were activists and maintained a sort of "sympathetic
nervous system” for the group. The leaders in the survival period were
men who from the first had maintained a more passive attitude toward es-
cape. They amounted to a "para-sympathetic nervous system” for the
group.

{(While members were voicing desp~ir there was always at least one mem-
ber voicing hope-~thus allowing the despair members to go further in
their protestations while the hopeful one held the hope-responsibility
for the whole group.)

Miners, before being trapped, anticipated they would personally go
raving mad if trapped, but while actually trapped they never lost
control. Wwhile trapped, they did think, however, that amputating a
man's pinned arm would drive him mad uncontrollably. They refused to
amputate also because if he then -died they would be blamed.

The hallucinations experienced below ground were only visual. They
included kaleidoscopic, flickering lights and spots. One man thought
he could see the stacks of rubble and waste and the metal coal pans.
All hallucinations occured after several days of total darkness. (The
verbal sociability of the trapped group may have prevented auditory
hallucinations.)

Study of initiations (acts by a single man which originate a sequence

of social behavior): In the group of twelve men there were fewer
initiators, though there were more initiations that couldn't be assigned
to a definite person. (Activities of a large group are (1) depersonal-
ized, and (2) a result of subgroup coalitions.) The group of six per-
sons was more democratized and had more leadership by each person.

Escape leaders. (1) Direct the attacks on the problem. (2)Perceive prob-
lems as involving physical barriers, not interpersonal issues. (3) Re-
cruit one or two lieutenants--not the whole group. (4) They are indivia-
uvalistic, aggressive, and outspoken. (5) They are not concerned about
the good opinion of others. (6) They have no empathy nor any great

|
|
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Disaster in a Coal Mine 8/24/76

emotional control. (7) Their performance ability is better than their
verbal ability.

Survival leaders. (In groups waiting for rescue): (1) Are sensitive

to moods and needs of others. They are sympathetic when appropriate.

(2) They avoid dissention. (3) They are intellectualizers. They use
communication rather than action to satisfy group needs. (4) Their verbal
ability is better than their performance. (5) They seek general good
opinion from the group--not from only one or two people. (6) They per-
ceive themselves as making an important contribution to the group.

[
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DISASTER--TORNADO IN WORCESTER
(An Extract for usc in Disaster Training)
Reference:
Anthony F. C. Wallace (U. of Pa.), Disaster Study No. 3, Publication
No. 392, National Academy of Sciences--National Kesearch Council,

Washington, D.C.( 1956).

Phases of Disaster:

(1) Steady state-—the normal city.

(2) Warning.

(3) Impact.

(4) Isolation--period when impact area goes it alone.
(5) Rescue--help from outside.

(6) Rehabilitation--attempt to restore the steady state (also where
advantage may be taken to meke quick social changes which have
been needed before).

(7) Irreversible change.

On June 9, 1953, at 5:08 p.m., tornado first hit the edge of Worcester,
Massachusetts. This town had a population of about 200,000. Good
community morale. Good disaster services--police, fire, civil defense.
The vortex was half a mile across and moved at 25 miles per hour, south-
eastward across the area.

Warning to people in the impact area occurred only a few minutes ahead
of impact. About 30% of the people saw the funnel and recognized it--
about four minutes before it hit them. Forty percent recognized that
it was an emergency--more than a summer thunderstorm. Eight percent
were warned by others, 20%Z had no warning until personally impacted.
Fifty-five percent took some personal protective measure. The highest
winds were at about 500 miles per hour.. The air pressure drop in the
vortex was about 5 inches of mercury--tweo or three PSI.

Impact area within the city limits amounted to two square miles and in-
cluded 1,800 dwellings and a population of 9,000, but many of these
people were at work so iess than 8,000 were present. Twenty-five per-
cent of these sustained some injury, 56 persons were killed--22 wmen

and 34 women. Five percent of the population (452 persons) sustained
major injuries. Thirty percent of these had major cuts and bruises,
20% 1liob fractures, 15X skull fractures.

Patterns of behavior of the severly infjured but conscious:

(1) Self-orientation--measured extent of own fnjuries, etc.
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Disaster--Tornado In Worcester 8/24/76

(2) Extricated self or called for help.

(3) Went toward help or toward more comfortable place. )
(4) Helped own family.

(5) Subsided into apathy.

Patterns of behavior of those not seriously injured:

(1) Self-orientation (very easy). '
(2) Personal extraction and minor first aid to self.

(3) Helped own family.

(4) Perceived extent of community damage.

Of those perceiving extent of community damage, one group showed the
following behaviors:

(5) Vigorous but random rescue work over a large area.

(6) Felt extreme fatigue when community aid arrived.

(7) Returned to the care of their families.

(8) Sometimes took a second go at community aid, followed again by
exhaustion and futility.

Of those perceiving extent of community damage, another group had the
following behavior:

(9) Denied the extent of community damage after perceiving it, or
denied the possibility that he could help community.
(10) Performed aimless tasks or dropped into apathy.
(11) Acted as a sightseer.

Thus, at fifteen minutes after impact, of those not seriously injured,
two-thirds oriented themselves, cared for family, and began to help the

community. One-third took no role outside of their own family.

There were no significant emergent leaders, because:

(1) The normal leaders cf the impact city were functioning, and

(2) The time before rescue (just over 15 minutes) was so short that
emergent leaders didn't develop well. Leaders in impact area
were men who had chosen community-responsible positions as a
vocation, such as physicians, clergy, etc. Thus the first leaders
to act may be expected to be those who already occupy leadership
status (providing the situation calls for their type of leadership).
If not, their attempts will go unnoticed, and the community will
notice whatever leaders are making sense in this stage of the pro-
gram--cf. the "escape leaders" in mine disaster vs. the "survival
leaders."”

The police controlled the dispatching of all hospital ambulances in
Worcester. (Hospitals abandoned the idea of bringing medicine to the
site of the injuries. The community therefore further isolated the

hospital from both homes and streets, and let the police take care of ')
the problems "in situ.") About 1,600 persons required some medical
care.

Hospitals: 374 patients were admitted to the hospital out of 804
patients who came to the hospital. 87% of the patients were handled
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Disaster--Tornado In Worcester 8/24/76
in three hospitals, though 11 hospitals were available.

(1) There was more wound-shock at the hospital than at the site of
injury. Patients were "infected" with shcck by transport and by
the attitude of the helpers. There was almost no blood plasma or
blood expander given, though many blood donors appeared later. There
"was almost no tetanus toxoid given.

(2) Many contaminated open wounds were sutured immediately after clean-
ing, thus leading to many infections.

(The psychiatrist's armamentarium should include work therapy. Ac-
‘cordingly, he must have knowledge, through police, public administration,
industry, etc., of the kinds of work available.)

Rehabilitation and repair of the city tended to revert the damaged area
back to its former system of life and buildirg, rather than to a less

vulnerable one. (The people reassured themselves with the familiar.
They took vengeance on the storm by rebuilding the same structures the
storm had destroyed--so it could be destroyed again, perhaps.) This
is the syndrome of rebuild-the-village-on-the-side-of-the-volcano.

(Pain was notably absent in both severe and minor injuries. Pain usu-
ally occurred when the social situation changed. That 1is, when the
“danger of further injury was relieved, when injury was being cared for,
when excitement was over, and when normal life prevailed. Pain thus
/ is a social phenomenon. The central nervous system of an individual
is interconnected by means of motor and secnsory organs, with the mes-
sages and events of the social environment, so that what an individual
can become conscious of is regulated not only by what pathways are
open in his own central nervous system but by the fact that his nervous
system is an integral part of a social nervous system which controls
the function of the connections within his own body.) (page 109-151)
(See also MDP: The Social Nervous System and David McK Rioch: "Com- :
munications in the Laboratory and Communication in the Clinic" Psychiatry }
26:209-221, August, 1963.)

ey e -

Behavior in the Disaster Syndrome

Disaster is here defined as the disruption of the familiar world of
the group. An individual may, of course, be greatly impaired and per-
haps panicked by the sudden disruption of his own individual world so
that he faces a completely unfamiliar situation. For instance, a
"stroke" may render a man unable to speak intelligibly or to under-
stand the language of other people. While this is a great problem, it
is not a disaster if he is surrounded by a society which functions well
and can carry him along in its routines of living. The intensity of
disaster depends upon the extent of the group which is disrupted. 1If
a city is disrupted but is surrounded by a competent hinterland it is
not so much a disaster as if a whole continent is disrupted, so that

, there is no unaffected part of society which can effect rescue or can
.( remain a model for the rebuilding of the affected society.
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Disasters for most communities can be divided into three periods: |

> 1. Isolation period. Many people are dazed, apathetic, and don’'t grasp
; the extent or significance of the destruction. Pain and strong emo-
tion is typically absent or is sometimes inappropriately expressed.
This 1s sometimes called the stage of random movement.

2. Rescue period. Organized people from outside the impact area can
get many survivors to work effectively. Survivors are typically
docile in this stage. Survivors in hospitals however tend to re-
main dazed longer or to go into wound-shock. This is sometimes
called the stage of suggestibility.

3. Rehabilitation period. For about ten days the impacted persons
are mildly euphoric~-especially when they are still receiving ev-
idence of mass care. There is an altruistic willingness to work
for the community. There is a strong "we" felling among the sur-
vivors in the impact area. They are reluctant to apply for aid.
They accept it only if offered. They are ambivalent about the
offered care and they complain of the coldness and inhumanity of
the mass care organization. This is sometimes call the stage of
euphoria.

Counter-Disaster Syndrome

This syndrome occurs in people not hit by the impact but who have
emotional ties to the impacted community. ]

1. These people manifest a guilt which produces over-conscienticusness
about helping.

2. This over-conscientiousness results in part from the opportunity
to escape from their own trouble.

The symptoms of this syndrome are shortness of breath, rapid heart
beat, sweating, over-exertion, which produces fatigue. The fatigue }
also results from the great energy employed to maintain internal
tension. The worker prefers to work on his own, without dependence

on authority. His work may be quite hasty. Doctors frequently su-
ture contaminated wounds. Under stress, any professionals may revert
to familiar rituals which are not appropriate to the situation. Psy-
chiatrists, for instance, may closet themselves with individual persons
disturbed by the disaster, and deliver a sort of one-to-one therapy
which calms the psychiatrist but renders him ineffective to society

as a whole. Many of the obnoxious "sight-seers' really have the idea
that they want to help (because of the guilt mentioned above).

Later these counter-disaster workers of the impacted community seek . t
proof of the adequacy of their rescue efforts--because of the guilt

they feel from not being severely injured. They are disturbed by the

cool work of the obviously guiltless Red Cross and out-of-town people

over the "possession of the disaster.'” They are also squabbles be- )
tween local agencies over the privilege of giving help. This becomes

especially destructive when materials such as food, fuel, blankets, etc.

are in short supply, because agencies compete for the privilege of




Disaster--Tormado in Worcester 8/24/76
contributing the goodies.

Mental Breakdown

There is no real mental breakdown among the impacted citizens. They
only manifest apathy and other temporary disturbances, with some

residual "phobia" for tornadoes, or bombs, or whatever caused their
problem. Even notoriously unstable people remain undisturbed. The

disaster syndrome produces very little guilt or conflict. It produces

mainly regression, and then restitution.

The non-impacted survivors in the disaster area, however, have a
counter-disaster syndrome. They have a guilt and therefore a conflict,
which can lead to symptoms of mental breakdown. In the Worcester tor-
nado, only two people were admitted to the mental hospital. Both were
not directly involved in the impact, but they had family members who
were involved.

Remember, that impact sets off some self-worsening events, such as
bleeding, escaping gas, fires, electric lines down, people pinned under
debris, pcople exposed to cold... After impact is over, injuries con-
tinue to increase until isolation is over. That is, until rescue be-
gins or the injured begin to care for each other adequately.

Cornucopia Theory

There 1s a thecory rather vaguely held in America that disaster will al-
ways be in a circumscribed area. The disaster area will be blanketed
with goodies from an untouched cornucopia of supply outside this area.
There will be no other disasters nearby to compete with ours. For

a time, then, we will be the most important area in the world. Blan-
keting an area with an excess of goodies is considered better than a
few well-executed works.

The dangers of this theory are that people plan repair rather than
prevention. Organizations count on an excess of supply rather than on
inadequate supply. We don't know how to do primitive medicine in res-
cue work.

Remember that the "Worcester tornado" actually began in Petersham and
swept for one hour through Massachusetts, without any of the general
population being warned to take cover. Partly this was because there
was no tradition of tornadoes in Massachusetts. (Tornadoes are sup-
posed to occur in Kansas.) Actually tornadoes are not infrequent in
New England but people are less controlled by actual data than they
are by their habits of thinking. Many tribes continue to do rain
dances in spite of data showing they are ineffective. People do not
change their driving and smoking habits in accordance with actual data.
They follow a style of belief and behavior.
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COMMUNITY PSYCMIATRY IN MODERN WARFARE"

Matthev D, Parrish, Major, MC, USA**

What can the American community expect in modern warfare? Most people agree
that there will be large groups of casualties p:oducing a sudden drastic effect
on entire communitiegs——casualties caused by atom itombs, fallout, biological war-
fare, chemical warfare, or perhaps weapons unknovu to us, As far as the psycho-
logical management of casualties is concerned, the community will have fewer live
psychiatrists, psychologists, social workers to help in the civilian communities.
How can we utilize the existing resources of the community to get back on their
feet as a well-functioning society?

Disaster in massive doses is far from unknown to us. We know a lot about
military disasters, from cavalry charges to atom bombings. We have studied the
Mississippi floods, Kansas tornadoes, various fire disasters, Texas City explo-
sion, etc. These disasters have shown us that, in general, people lose effective-
ness in a certain pattern of distribution among the community population. A short
time after the impact of disaster about 15 per cent of the people have become quite
effective. They grasp the situation and can lead others. Over 50 per cent per-
ceive the situation all right but are unable to-act effectively about it. They
need leaders and they know they do. Their need forms a great pressure to produce
leaders out of the most effective 15 per cent. There is a lower 15 per cent,
however, which are obstructionistic to social functioning., Some of these are
numb and helpless, some are over-excited and run around trving to excite others;
some just do stereotyped activity like picking up all the broken glass.

Now, this pattern of distribution is a general one which you will find in
existence some minutes or hours after impact. Two seconds after impact, however,
99 of the community would fall into the class of completely ineffective people;
but following the impact, more and more people pick themselves up, look them-
selves over and then look over the other people near them. They begin to find
themselves a place in social and work groups which are forming., As time goes on
the society improves until it has re-established all its old institutions on at
least a makeshift scale. This society now adjusting to its wounds has its hospi-
tals, morgues, eating places, dormitories, courts, churches, place of entertainment,
etc, Everybody now plays some familiar role in the group, even if that role is in
jail.

Thus, the behavior manifested after disaster 1s one that can be expected to
change spontaneously with time--though we can do things to hurry the change or to
slow it. This behavior does not constitute mental disease--in fact, people who
have chronic mental diseases have frequently been known to become most effective
during the disaster. They may or may not relapse afterwards. It is important that
we do not treat this "abnormal" behavior of disaster victims as if it were mental
illness,

Now, what are the factors affecting the speed at which the community recon-
stitutes itself under stress?

Address to 18th Annual Conference of the Women's Auxiliary to the American
Medical Association, 3 October 1961.

el Acting Chief Consultant in Psychiatry & Neurology, Army Surgeon General's
Office, Washington, D.C,
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1. The intensity and direction of the stress--thus an atom bomb has
more intensity than an artillery bombardment,

2. The training and experience of the community--thus trained sol-
diers maintain themselves as an effective community under prettv severe
disasters. The people of Kansas handle tornadoes very well, The people
of Worcester, Massachusetts, are more disturbed by tornadoes. Without
prior training the population tends mostly to downgrade the signs of
danger. They avoid adequate preparation.

3. Group cohesiveness--thus the members of a military company or a
religious group are able to depend on each other better than, say, apart-
ment dwellers who never speak to each other.

4. Leadership--that is, the presence of familiar figures who inter-
pret the situation for the rest of the people and make decisions for the
group.

How can a community develop training and group cohesion prior to disaster?
First, by drills and practice: Some group cohesion is developed in the process
of carrying out practice runs of the disaster situation., The familiarity among
people that comes of practicing together makes it then easier to work together
even when struck by unforeseen weapons. During this training period the people
must establish methods of communication which can still be used in the emergency.
That is why we use portable radios and loud speakers, in disaster we might use
helicopters or small airplanes to bring news or directions to people.

How can a community manage its psychological prohlems during or after
disaster? First of all, community leadership should act so as to increase group
cohesiveness by giving people a working role to play in the group. Some of the
people can be put to work caring for others., Doctors and other community leaders
will probably find themselves arranging for the well people to take care of the
sick rather than actually giving all their attention to patients. This would
apply particularly to psychiatric casualties, remembering that these psychiatrice
casualties are not to be treated as mental diseases. For experience has shown
that there 18 no increase in the rate of psychosis during disaster., These people
must be managed for the most part by giving them useful work or a short rest
period, with the expectancy that they will soon perform useful work. Experience
in combat and disaster has repeatedly shown that to put these psychiatric casual-
ties in a hospital is generally to make them 1ill, ’

The principle of treating these psychiatric casualties on the spot and
expecting 99 per cent of even the severest to return to normal in a couple of
days is a thing which has been forgotten in peaceful intervals and has had to be
learned the hard way after each of the disasters and wars of this century. What
can we do today to insure that these casualties will be properly handled? The
first way is by teaching the communities as you and I do even now. Psychiatrists
and related professions who are cognizant of social psychology and group dynamics
can teach by lectures, writing, and conversation, making the people and their
leaders more aware of certain pasychological dangers and of practical, preventive
measures. The second way is by consultation during and after the disaster, The
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psychiatrist consults with the community "caretakers'"-——that is, the parents, |
doctors, judges, foremen, and wardens, This consultation is usually at the call |
of the “caretaker" and is centered around some problem falling under the care- i
taker’'s responsibility. For instance, a general practitioner responsible for a E
patient may be puzzled by his illness. He may call an internist to help with i
the diagnosis. The internist, 1f he acts as a consultant in this sense, then
encourages the general practitioner to use his own skills and knowledge in such ,
a way as to make his own diagnosis. Thus, the “caretaker" is strengthened in |
his ability to deal with his responsibilities, If the internist makes the diag- ;
nosis himself and informs the general practitioner, then this internist is only |
acting as a teacher or perhaps he is only acting as an evaluator. The general
practitioner may then becowe more dependent and does not increase his skill as a
"caretaker." The medical profession, of course, has been doing consultation for
centuries but in the past few decades it has become common for courts, prisoms,
schools, industries, and governments to employ consultants. A community leader
can make available to himself right now the consultation ability of some
community-oriented psychiatrist, psychologist, or other mental hygienist whom

he can understand and trust. During a disaster the leader then has someone to
think along with him about the mass management of the social problems that arise,
including not only the so-called psychiatric casualties, but the problems of

delinquency, displaced persons, etc.

SUMMARY

Prepare for mass casualties by:

1. Training key leaders to work together and to use consultants,

2. Drills and practices in the community.

3. Experting every "psychiatric" reaction. To return quickly to
effective work, Treat no one as if he were a long-term psychiatric
case.,
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30 July 1962
COMMENTS ON MHCS WORK

by
Lt Col Matthew D. Parrish, MC
Acting Chlef, Psychiatry and Neurology Ccnsultant

Definition

The FMHCS is an inter-disciplinary faculty of men which helps a military cormu-
nity and all its sub communities and units to improve the effectiveness of its human
relations--preventing noneffectiveness due to emotional cause or to human relations
difficulties. Its primary mission then; is prevention, not treatment (below it may
be seen, however, that the treatment of certain cases has preventive effects.) Tue
MHCS is a medical activity coming under the direct supervicion of the Post Surgeon
when properly used, and it is not a part of a hospital. The MHCS is not an NP out-
patient clinic. Its building is situated in a troop area distant from trhe hospital.
It does not have a hospital or dispensary atmosphere and its members seldom weer
white coats.

Consultatien

The primary method of operation in an MHCS is consultation. Consultation occurs
when the consultant helps the consultee to utilize his own resources to work out the
problems that develop emong his own clients. A censultee is any person who has
responsibility for other persons; he is not a patient. In its purest ferm consultation
does not invclve teaching anybody anything; it doces not cure anybcdy; it does not
diegnose anybody. 1t does not give anybody orders, nor tell anybcdy how to run their
business., Consultation is as 0ld as medicine; when a doctor has a problem in medicire
that he can not quite cope with, he calls in a consultant. If the consultant acts
purely in a consulting capacity as we are defining it here, he would either go over
the patient with the doctor or he would go over the doctor's findings and thoughts
about the patient. He would get the doctor to think more clearly about the patient,
removing from the doctor's path any blocks to his thinking, helping him surmount any
prejudices which were distorting the picture for him, getting the doctor to remember
and utilize all his knowledge and to relax enough to think creatively about the
patient. The consultant never takes the patient away from the doctor. He never makes
the doctor dependent upon the consultant by telling him what to do or by trying to
impress the doctor with how smart the consultant is. When the consultant leaves, the
doctor has less future need and muy in fact never have to call the consultant again on
this kind cf case. 1In actual practice of course, consultation is often mixed with
teaching or other activities. MHCS does not avold any of these useful techniques, but
its primary concern is consultation itself. In MHCS work, most of the consultees know
more about their own clients and their own professional work with those clients than
the consultant knows, for instance; the commander knows more about the management of
men, the teacher knows morc about pedagogy, the confinement officer knows more about
penclogy. The consultant, however, enables the consultee to utilize his skill more
creatively and more resourcefully.
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Mental Hygiene Theory

The psychiatrists, psychologists, social workers, and technicians who work in
an MHCS are often called Mental EBygienists. This is a somewhat broader term than
Mental Hygiene Consultants and includes the other work they do such as holding group
conferences, screening of prisoners and fliers, research, lecturing, etr

. The Mental Hygienist generally is well versed in the following two concepts.
(1) He conceives of the physical and mental symptoms of an individual as being a
part of a whole orgenism, most of which is normal and has many assets. He realizes
that a symptom may have become temporarily necessary in order to maintain the equilib-
rium of the entire individual organism. He considers the patient "as a whole", he &lso
considers non-patients as "wholes"., He is non judgmental and listens to all sides of
& problem with equal interest. He is not "taken in" by the patient and his symptoms,
nor by the patient's accusors or sympathizers. (2) While the Mental Hygienist con-
siders the individuel patiert or non-patient as an individual in his own right, having
the distinzt autonomy of a single cell; nevertheless, he realizes that the irndividual
is, 1like a human cell, part of an crganization of many individuals which forms a larger
organism havirg a life, a mission, and 2 mind of its own. Just as the English language
can grow and change with some predictability quite apart from the individuals who speak
that language, so also can a company, a family, or a therapy group develop attitudes
and skills quite apart from the individuals who compose it.

If the Mental Hygienist can keep these two concepts in his mind--(1) the irndivid-
val organism, and, (2) the social organism--and apply both of them to every problem
he meets in mental hygiene work, he will perform the work much better. These concepts
are something like languages, one story may be told better in French, another in
German, but that does not make ore language more valid than antther and you will need
to use both if you travel very far.

Because of his exclusive hospital training, a psychiatrist going into MHCS work
for the first time considers one-to-one therapy the most stirulating and the most
educating work that he can participate in; he socrn sees, however, that if he trys to
treat & group as an orgsnism he will have to use all his knowledge of individual
dynemics and in addition will develop skill in the grouv dynamics which transcends the
individual. The powerful but unsecn group forces determine much of the behavior of
both psychiatrist and patient during their interview. The psychiatrist also discovers
. that it takes even more skill and it is even more interestirng and eduzaticnal to be a
consultant and enable others to handle better their own groups and clients. Ironically
he finally discovers that the highest skill of all is developed by the consultee who
knows how to change and grow by using a consultant.

There are many projects, programs, and activities proper to MiICS but no MHCS works
on all of them equally at the same time. Usually one or two projects are worked upon
“with special vigor and when that activity requires somewhat less attention, the MHCS
coucentrates on another project.

Some Specific Activities of MHCS

Below are described some activities of MHCS, some of these activities overlap or
are different aspects of the same activity.

I. Militery units refer patients to MHCS for "psychiatric clearance" when admin-
istrative discharge is being considered. The MHCS evaluates the problem from the point




et = | (3)

of view of the patient but then goes back to the unit, firding the unit's own point of
view and also finding the role this patient is playirg in his total social organism--
in his squad, his compary, family, classroom, or wvhichever is the most important
orgunism here. Often the significant organism to be worked with is the one which
referred him. Since the referring unit usually has definite emotion or anxiety about
the case referred, this emotion can be utilized es a lever to gair knowledge of the
compapny's dynemics and also to help the compery modify it's bzhevior and attitude.
Usually it is important to maintanin an expectation that the company can handle the
problem itself without resorting to drastic actions. If MiCS gives the patient a
.dofinite disgnosis of any kind, it may encourage the unit to insulate itself from the
patient who is now seen as someone different from "us fellows who have no diapnosis.™
If MECS hospitalizes the patient, advises that he be discharged from the Army or even
puts him into intensive treatment, it again insulates the patient from his unit and it
may weaken the unit's ability to handle that problem and others. As a consequence, the
unit may refer more and more problems to MHUS for maunagement. If a patient is really
to be understood as a whole, he must be seen in situ; he must be understood in the
context of the social group where the problem developed. Thus mary Mental Hyglienists
will meet with the patient and his squad together in their unit area. The Mental
Hygienist can then see clearly the role the patient plays in his squad, he can oring
the squad's group-integrative forces to work in helping the patient to commit himself
to his membership in the squad ard in helping the squad to concur in this emotionel
commitment. Sometimes a Ment 'l Hygienist does not work with the sjuad, but brings
together in the unit area the First Sergeant, :‘the patient, and & couple of his co-
workers. In any case, the Mental Hygienist gets to know the Cormander, First Sergeant,
end any other influentisl members of the unit and he consults with these people reg-
ularly so that many problems are harndled before they even beccme patients.

11. Every priscner in the stockade is screened by a Mental Hygienist, the problen
is then followed back to the prisoner's unit and discussed there. When the prisoner
is to be restored to duty, the Mental Hygicnlst trys to see that the company has worked
out its feelirgs in such a way that it does notv reject c¢r punish the ex-prisoaer all
over again by secming to have no place for him or reed for him or by putiing him on an
exceptionally unpleasant detail the very next cay. The stockade screerning also allows
the Mental Hygierist to get an idea of the cocde of living the priconers raintain among
themselves and of the various group forces at work smong the prisorers. The Mental j
Hyglenict also becomes well known and appreciated by cusiedial personrel. With the
concurrence of the confinement officer, MHCS sometimes conducts regular group meetings
of custodial personnel which tend to brfing out the difficulties of managing & prison, }
tc stabilize the entire custodial group and %o make rehabilitation and restoration of
the prisoners much more certain.

J11I. A Mental Hygienist frequently conducts conferences or seminars with the
NCO's of a company, or with the battalion NCO's, or officers. These conferences allow i
the people concerned to develop their resources much better and it gives them a better
insight into the emotional workings of their own units. Many MHCS's also conduct
within their own building a weekly group mceting consisting of a representative from
the stockade, the chaplains, the post personnel office, the Staff Judge Advocate's
office, etc., usually there 1s also a regimental or battalion ccmnander present. These
meetings do not bring together the chiefs of these offices, for these men get together
formally anyway. The meeting at MMCS is usually so inforral that ideas flow easily
and the inside workings of the post are seen as a whole. It is easy at this meeting
to consider the improvement of such things as accldent retes, indebtedness, delinquency,
etc.
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IV. The MHCS's keeps a card or chart on each unit that it deals with, it often
assigns to that unit a particular Mental Hygienist who consults with the leaders and
wvho participates in every mental hygiene problem.

V. The MHCS may conduct group therapy in or out of the MHCS building. - It may
use group techniques to evaluate patlents or even to help in the intake process.
Thus a group of men being screened for work in isolated regions may be made to inter-
act with each other in a group end so to reveal aspects of their personalities not
apparent in individual interview.

Vi. The MHCS, often in coordination with the Army Health Nurse, can conduct
fanily therapy; in fact, whenever a dependent is the presenting symptom of a problem,
the sponsor is elways brought into the problem. He is expected to be responsible for
the mentel health of his family. MHCS acts mainly as & consultant in order to get a
better gresp of the kind of family problems which occur on the post; he may in the
company of the Army Health Nurse visit the family in its home after working hours and
thus obtain clearer data.

VII. 1In the case of the aviation detachment the flight surgeon can act as the
consultant in mentel hygiene as well as in general medicine if he is backed up properly
by the Chief of the Mental Hygiene Service. Thus the Chief need not assign a Mental
Hygienist to this unit.

VIII. The MHCS attempts to control the epidemiology of debt addiction, alcoholisr
accidents, unwarranted sick call, delinquency, etc.

The Methodoloay of Prevertive Intervention

The following experiences are taken from several MHCS's in dealing with this
epidemiology.

a. Indebtedness: By conferring with groups of First Sergeants in a battalion or
regiment the Mental Eygienist can get a good idea of the magnitude of the problem and
the sergeants will frequently work out methods for the units to deal with the problem
in a better way. They will also reveal some areas which are outside their control,
as for instance the idea that the Army is in effect a huge bill collection agency whicl
can be employed by a commercial company free of charge. The practices and character-
istics of certain local salesmen will also be revealed as well as the practices of soxm:
of the debtors. This information is valuable to the Mental Hygienist when discussing
the problem with the post cormander. Therapy groups can be formed of debt addicts who
have reached the point of facing court martial or discharge for their chronic indebted-
ness, The members of these groups often reveal to each other certain weakresses an?
also certain assets of which they were not formerly aware. Sometimes the group will
add up its total group debt and each member will try to decrease that sum by paying
off his own debts. Occasionally the wives are also brought to a group meeting and
their contribution toward and against indebtedness is worked with. Some debtors sre
80 compulsive in their buying that the groups may appear similar in some ways to Alco-
holics Anonymous groups. Sometimes psychodrama techniques have been useful in getting
control of the emotions and the thinking that leads to indebtedness.
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b. Alcoholism: Is most frequently dealt with by cooperation with a local
Alcoholics Anonymous Croup; when MHCS has close contact with a unit, it can often
get the unit to stabilize the slcoholic before his drirking affects his duty. Some
posts give alcoholics the choice of sticking seriously to a therapy group or else
being discharged from the Army.

c. Accident Prevention: MHCS may meet in a group with the safety officer, police
operation's officer, a commander, engineer, aviation medicel officer, etc., and con-
sider the incidence and types of accidents as well as the types of units and indivi-
duals involved in them. A Mental Hygienist considers the group attitudes which tend
to provoke accidents--such as fearfulness, depression, anger at command or at equipment
The Mentel Hygienist trys to get the group anger or other emotions worked out or
channeled into safe activities on or off duty. MHCS ccncsiders with command, the psyche
logical influence the environment has on accidents and why the influence is allowed it
remain. For instance the appearance and lccation of a rcad may say "go" so loudly
that many drivers do not perceive an ordinary stop sign.

d. Unwarranted Sick Call: One or two MHCS's have set up research projects on
this but a great deal more needs to be done. For a couple of days the MHCS may quickly
screen every soldier that comes on sick call, studying the types of complaints and the
units which originated them. With its knowledge of the styles and origins of unwar-
ranted sick call, MHCS can work closely with the Post Surgeon and with Command in
controlling this problem. Practices that have been found effective from time to time
ares (1) to make every chronic complainer an emergency, seeing him immediately and
sending him back to duty when warranted. (2) To hold sick call on the soldier's own
time or at lecast at a time when he could be doing something more pleasant. (3) To
have the men of one unit see the same doctor every time. (4) To reintroduce the
soldier with psychogenic complaints into his squad or ccrzpany by means of a group con-
ference. On most posts, it is routine for the psychistrist to handle all the stockade
sick calls. This enables him not only to control the sick call but to get a better
grasp of the prisoners whom he must understand anyway.

e. Delinguency: Keep records of the incidence and the styles of delinquency.
The MHCS may study how a particular comjany singles out a soldier to be a delingquent
end Low other companies and NCO's control delinquency. MHCS and Command ucsually
expect a military group to prevent larceny, AWCL, etc., among its members. In studying
the code of behavior develcped by the priscners in the stockade--MHCS influences the
stockade's tendency to make a confirded delinquent of a prisoner.
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y Matthew D, Parrish, Lt Col, MC
. . August 1962

learning as Phyloseny: The concept (transferred to learning) that on-
togeny accelerates its racapitulation of phylogeny as later species de-
velop. Thus today's residents pass more rapidly through the periods
P of dedication to demonology, nosology, developzental psychology (with
- its individual unconscious), ego psycholagy, inter-personal theory, |
psychiatry of the community organism, and so on. '

Learning - As Character Change: [The concept of teaching by dealing
directly with the current emotional processes which develop in grcup
and individual as learning proceeds. Learning then, is not just a
piling up of knowledge, but an acculturation - a change in character,
outlo?k, identification. ]

i ( Group as Organism: The concept of treating a group as an organism in
- itself (in addition to treating individuals in the group.) This is
W. R, Bion's theory but it is applied here not only to the artificial
group-therapy but to natural social and working groups - families,
classrooms, hospital staffs, industries,.. . ;

.Mind as Plexus of Cultural Forces: The reawakema2d concepts of the past
one hundred years on how individuial thought processes are shaped by
contemporary group culture (Jolstoi, Durkheim, Poincare', Spengler, Sapir,

G. H. Meade.) The individual of superior intuition and intelligence is }
considered a focus where the wave-fronts of current cultural progress i
converge and become conceptualized as "original ideas." The ability to
conceptualize becomes the crucial skill here and is abetted by: "in-

telligence, learning, motivation, the style of thinking current in the

group and by being in the right place to grasp pertinent feelings and

information." Since 2 sensitive person picks up many of these from the

ambient culture, without being aware of it, he may perceive them as H

arising from within the self, It is more ego-sarisfying, of course, to
think of thought processes as arising spontaneowsly from the individual -

» paralleling the concept of spontaneous generation of bacteria. But this
concept alone does not allow enough freedom of operation in dealing cre-
atively with a community's potentialities for learning, teaching and in-
venting.
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Patient s Swroten: The concept of the patient as a symptom - of the
deviant or cisturbed incdividual as one symptom of a group's disturbance.

Interchancesbility of Svrntoms: The concept of the interchangeability
of meurosis, delinquency, accident pronencss, psychosomatic diseases,
unemploymeat etc, in reckoning the epidemiology of mental discase.

Comnunity os Cause and Cure: The concept thzt only a mental health

service; accepted by local churches, businesses,-scheols, police, reigh-
borhoods can deal with the organisms from which the symptoms (patients)
spring. Only such a service, then, can teach the ultimate causes and
the stable resolutions of mental disturbances. Pinel advised that resi-
dents be trained in hospitals where the mentally ill were clustered,

But such clusters are artificial groups with new problems of their own
wvhich develop new symptom-patients,

Caretaker Consultation: The concept of crisis consultation and also

routine consultation with community "caretakers.”" That is, consultatioa
with fathers, teachers, judges, physicians = with people who have resgon-
sibility for certain other people - in an attempt to strengthen the care~
taker's ego so that he employs his own skills better. (Gerald Caplan),

s

Cross-Professional Work: The concept cof the cross-employment of psychia-

trists, social workers, and psychologists (minimizing the use of psychol-
ogists as routinc testers or of social workers as history gatherers).

Technician's Responsibilitv: The concept of using well-trained and supzr-
vised para-professional technicians to do tuch work which was but lately
regarded the sole privilige of professional workers, On scme Arny posts,
these technicians go out into the field to see a problem in the very

group it developed, but they carry the precept that they don't diagnose
anybody, doa't cure anybody, don't advisc anybedy. Many psychiatrists
would at this point say, "But what's left to do?" The technicians however,
facilitate the group's intensive communication organized around its prob-
lem - making the problem primarily the responsibility of the group and

its leaders,

Ward as Community: The concept of the hospital psychiatric ward as a
community of patients ard staff with some interchangeability of roles
(whether desirable or not) - the particular symptoms of a psychetic patient
being determined in large measure by the ward itself, Introduction of a
pew patient may shift the role equilibrium of the whole ward. Therapy is
a system of living participated in by docter, nurses, and patients. The

- outside comrunity provides a consultent, The ward doctor himself, is not

considered an outside person who injects medicines, advice ete, into the
group system of the ward. Rather he is a role-playing member of the group
itself. The doctor also pays a lot more attention to the therapeutic im-
portance af the corpsman, who spends eight hours a day with the patient,
and of the patient in the next bed, who spends twenty-four hours a day
with him. (Artiss).

(2)
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Dedicated Mvopia: The concept that when a group'’s work Identificaticen

is exclusively with the problems of a single specialty, then it tries
to increase the personnel and the budget of its institution witheut
regard for other institutions in the cormunity, (Northcote Parkinson).
In order to bz effective, the psychiatric resident must become intimately
acquainted with the syndromes, the patients and the practitioners of tte
rrofession through hospital trzining, but in so doirng he usually beconas
as intercsted in morbidity as the surgeon, who says, "I haven't donz a
good thyrcid in months!" He is not oriented toward preventica. When
in the extra-hospital stage of training, however, the psychiztrist can
identify himself with the total community (not letting a comnunity
clinic insulate him) then he develops skill {n action for mentzl health.
Thus he can become a broadly responsible consultant to community mzrge-
ment ..

Truths vs Facts: The concept that scientific and academic truth in the
lore and principles of the profession is polarized against mznilest
social fact in the daily life of a particular cocmunity. The truths
include the models and theoretical censtructs which pattern our per-
ception and our planning. They require en intellect which applies each
principle many times - validating and making it cormunicable within the
total profession. The facts include the acts szaod events in a day which
is lived but once. They require flair fer sffective intervention which
deals with each matter uniquely. This pelaricy of truth and fzct accerds
with Aristotle's idea that a fable has more truth than a news repart.
Typically the scientist is at home with one pole, the politiciar with
the other. The comzynity psychiatrist must be equally at home with
both..

These thirteen concepts are themselves in statu nagscendi. To embalm
any of them into eternal principles would blind one's self to progress.
The practice of community psychiatry constitutes a river we cannot step
into twice. , :

.
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THE SERVICE PSYCHIATRIST - ADMINISTRATOR

OR PRYSICIAN
: 1962

MATTHEW D. PARRISH

In our medical schools and hospitals we prepare our young psychiatrists
to be a personal physician to a particular type of patient. And yet it is
often said that in practical military psychiatry this dedicated physician
must also become an administretor. Ke must make his diagnosis and treatimen
fit a practical military situetion. Is this not to the detriment of the
physician? of psychiatry? 524521 makes graphic this dilemmsa.

Let's examine this schism in the military psychiatrist. Most young
doctors choose to go into psychiatry thinking that they will deal closely
with one patient at a time. They will get to know his personal feelings,
the intimacies of his privete life, and the most delicate nuances of his
thoughts. They will help him with problems which are assumed to be only his
own personal business. In most training hospitals the psychiatric resident
does Just this. And in addition he learns to affix to each patient a diag-
nosis which enables psychiatrists to make predictions about the patisnt and
to manage the treatment according to established principles and techknigues. '
The treatment is directed at the patiént personally and generally these
young hospital psychiatrists are absorbed in their work with individusal pa- ‘
tients. They are dedicated to it heart and soul. - r

f
]

When the psychiatrist gets out into practical military work, heowesver,
he finds that the diagnosis is not something that belongs only to the indi-
vidual pstient and the psychietric staff. On the contrary it belengs to any !
social group that knows it. The diagnosis enables the leyman to clessify zhe ;
patient as different from the general run of non-diagrosed men in the neigh-
borhood or the work group. Even without diagnosis, the very fact that the
patient has been treated on a psychiatric ward brings society to arproxicate-
ly the same conclusion. The psychiatrist finds that if he hospitalized the
-patient and makes the diagnosis, then society will modify its own behavior
toward the patient sometimes profoundly affecting the patient's ability to
adjust to society.

For example, a basic trainee may come to the psychiatrist wearing his

uniform wrong-side out and may still not show evidence of psychosis. If ‘
novw the psychiatrist diagnoses him as neurotic, or even as passive aggres-
sive; the patient's company will usually redefine him as some sort of odd-
ball ~- that is, "not one of us". But if the psychiatrist says he is Just
upset by the service and is trying to get out, then the patient becomes a
problem for leadership. His peers may then say "some of us want to get out
of the service, too, but we aren't going to and you aren't going to either,
You are one of us." The patient is still a member of the group and the :
group will eventually train him. f
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Thus the commander will often refer a patient to psychietry with the
idea that the psychiatrist mey give the patient some sort of diegnosis
vhich will explain why he should be discharged from the cozpany of rilitary
men -~ 50 that the commander will have fewer worries., In this way the psy-
chiatrist is asked to help fake care of an administrative problem defined
by the company. The patient himself may try to maeke the psychiatrist rescue
him from the necessity of having tc adjust to the xilitary organization, On
the other hand the patient or even the commander ray appeal to the psy-
chiatrist to avoid diagnosis or even treatment because this would ruin the
patients' chances for promotion. Sometimes those corngenial, loveatle, gen-
erous, and often jolly men wno live close to the boitle are protected by
their fellows year by year until they reach the verge of court-martial.

If command and the psychiatrist desire to reduce alcoholism they may have
to colleborate closely as commander and staff officer in order to manage

the problem.

Accordingly there is a great deal of social pressure on the psychia-
trist to diagnose, to treat, and to advise in a way that society can toler-
ate or perhaps even enjoy.

Can the psychiatrist now abandon his integrity as a physician and
manage a case in accord with the needs‘of a company rather than the per-
sonal needs of the patient? Let us see what modern military psychiatrists
are doing! In the Army's Mental Hygiene Consultation Services, in the
Nevy's work with groups in the antarctic and other places, in the Air Force's
concern with flight crews, the psychiatrist addresses himself to the social
and evnironmental forces which produce deviant behavior and thinking. The
patient which he examines, in situ, -~ that is, in his own work group, ~- has
one set of characteristics and the same patient seen in the hospital has
another. The original patient actually had the capability to live accoréing
to several behavior and thinking codes. In one group, say in a submerine
crew, he behaves according to one pattern. In another, say at home, in the
hospital, or on liberty in a foreign port, he conforms to other patterns.
Indeed basic training itself attempts to re-form men, to ingrain them with
sets of reactions and codes of living which are dependable for the military,
but vhich may not especielly improve the family or factory. The psychiatrist
aids the process of basic training not only by helping to eliminate those who
couldn't make the change over to a military life but also to help commanders
contain and train men who are especially hard to acculturate because they are
prone to get themselves classified as non-members of the group. The psychia-
trist sees the patient not only as an individual with & certein personality
development over the years but he sees him, in situ, among the group forces
of his company. In other words, the psychiatrist understands the patient
better because he understands him not merely as a well-integrated living
person but as a part of a larger organism without which his life would have
no civilized meaning. The skills, the intelligence, the human qualities
have their truest meaning in the context of the society. The modern military
psychiatrist, acting as a staff officer to command considers the entire
society to which the patient belongs. Some of the most importent therapeu-
tic forces are those which can be elicited in the patient's military unit.

2
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Let us consider the work of the Army‘'s Mental Hygiene Consultation
Services. The mental hygienist as the psychiatrists often call themselves
consult with command, teachers, confinement officers or, in short, with
anyone who has responsibility for other people. They meet in group ses-
sions with the NCO's of 2 unit or even with all the unit troops. They
concern themselves not only with depression and phobia but also with delin-
quency, accident proneness, and unwarranted sick call as manifestations of
the trouble the individual hes adjusting to his role. Since one of these
symptoms may sometimes substitute for another the mental hygienist thus hes
a broader grasp of the whole patient, as well as his society. In the Air
Force the flight surgeon knows that it may be the pilot's family which
grounds him and so a whole range of social forces is considered., The Navy
has strong interests in analogous work with regard to groups working in
isolation on ships.

Considering the experiences of prisoners in China, Lifton, Hinkle,
Wolff, and others have described the so~-called "brainwashing” type of
regression which was followed by & re-forming of the individual's behavior
and of the ideals he becomes habituated to. Here it is mainly the lack of
humanity that is new. There is nothing new about the re-forming of idezls
and behavior structure. This, occurs, for instance, when an infent is
weaned; when & child goes into the first grade; and when & civilian beccmes
a soldier in basic training. The civilian with great personal emotion rey
pledge his allegiance to his country but he is seldom ready to die for that
country until he is firmly a member of an organization which may be committed
to combat as a unit. In the future, it may be necessery to trein in grester
numbers those servicemen who perform in isolation -- the reconnaissance
pilots, the scouts, and so on. But the military units of these men are ofien
the most closely knit of all. The military psychiatrist will not fail to
consult upon the relations of these men to their unit as a whole.

The military psychiatrist, therefore, is a gﬁxsician. The patient can
talk to him freely and the psychiatrist can perceive the patient intimately
with all the personal skill of any other physician. Concerning human re-
lations problems the military psychiatrist is also consultant to the ad=mini~
stration. He talks to all echelons of command and staff with equal ease and
he is,.therefore, the one consultant acting directly and personally on all
the levels of the military community which have a bearing on the problem.

He facilitates thinking in an individual patient by helping to remove
emotional blocks, prejudices, habits. He likewise facilitates communication
and creative formulations within units. He wants to help each group to
stabilize itself so well that it produces no patients, no prisoners, no ac-
cidents, no security broeaches nor other signs of noneffectiveness.

(1) 8S2ZASZ, Thomas: Psychiatric Quarterly 33: 77-101
“Ipel., - - - - ' . - -
Y August 1962 - R,

Prepared by LTC Matthew D. Parrish, MC
OT5G, DA ~ OXford 64762
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LABOR AND PSYCHIATRY ’
( : ' By M. D. Parrish

Reference:

Carleton H. Parker, The Casual Laborer and Cther Fssays, N.Y.: Har-
court, 1920,

Adolf Mever felt that he could not account for much that he had observed
in human relations without postulating that the individual i{s born with many
fixed and unlearmed tendencies. (Actually, the individual is born into a
social world which has fived tendencies, unlearned for the most part in the
present era. This world injects these tondencies into the individual.)

33. Man could not have survived till now if he had not been born with
unlearned tendencies--considering that a nevborn is so helpless. (Actually, 3
modern newborns have been biologically selected over the past 10,000 years to y
be born into a social group--a world with language and other hunan nores. He j
is fit to learn a grammar, not to find vorms in the woods. If he 1s mechani~ ‘
cally nurtured outside a buman group so that he has good physical developument,
he will probably die even vefore being set out in the woods to fend for him-

self,)

39. (Gregariousness is not an innate instinct, but rather something that i
is demanded of the individual from the rnoment of birth. 1ilother, nurse, and y
other society demand that he be responsive to the group forever. If he can-~ ;
( not, he is called autistic, etc.--that 1is, he is not human. !Mud dauber wasps
would be seen as havino gregarious instinct, too, if we defined those who were
not gregarious as "not mud dauber,™)

49. 1If the middle class demands that the laborer get the same satisfac~
tion for his needs and "instincts" that it plans for the college student, then _
the laboret, vith his nonotonv, his indignity, his sexual aﬂolo"ies will develop |
the middle class fixations and inferiority otsessions (the overconpensations). ;
This will produce either (1) an inefficient worker, vho abandons his family, _
traditions, etc., or (2) strikes and sabotages in order to ecliminate the infe- X
riority in his owm eyes--to dignify the self, 'His condition is one of mental
stress and unfocused psychic unrest, and could in all accuracy be called a
definite industrial psychosis, lle is neither wilful nor responsible, he is |
suffering fron a stereotyped mental disease."

40, Highly paid labor also has uarest. One New York City store with
3,000 emplovees has had 13,000 persons per vear pass through its employ. Big
business dehumanizes, vith its efficlency svstems, its discipline, and its task
systems, It produces unrest, even anonp the highest paid, The usual sort of
efficliency is gained through industrial psychosis., To cure unrest we blindly
trust to a wage scale thich expands with time~-a 107 increcase in wages every
fev years, A narrow thuarted life drove unnarried women to the AEF in World
War I. It drives collepe students to athletics because of perfunctory and dull
teaching in the universities. "College athletics is a sort of psychic cure
for the illners of experiencing a university education,”
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S1. A strike is an inferiority compensation of the industrial worker
and has two prerequisites: (1) The worker's obsession, and (2) decay of social
mores in the eyes of the laborer to allow the breech of law and convention
necessary for a vicious strike.

S4. A program of reform: Gather a militant minoritv,...a small Herd..."
to “give counsel, relief, and recuperation to its members”...who otherwise
"would be branded outlaws, radicals, agnostics, crazv...lucky to be out of
jail most of the time." These people would work by trial and study as Sidney
Webb and Fabians did. -—Necruit from universities a very fewu perscns. lMost
are helpless shans, Recruit from the field of mental disease speculation and
hospital experiment. This field produced Freud, Devey, llorton Prince, Pierce
Bailey, Thorndike, !Meyer, Stanley liall, Adler, Vatson. Comparative abnormal
psychology will challenge industrialism and make a program of change.

(Probably the Herd should really come indiscriminately from any profes-
sion, Some professions would be lucky to provide even one member.)

The reform progran should "exclude children from formal disciplinary life,
such as that of all industry and most scliools up to age 18," To understand
vhat to do with them, read John Dewey: The Schools of Tomorrou (it tells) or
his Democracv_and Lducation. The learning activity should be an active trial
and error process. Tiae children should recapitulate, with guidance, the human
race's trial and error learning experience., Visdom comes from experience, not
from books. The educators should unstifle leadership, workmanship, hero wor-
ship, hunting, migration, sex. They should teach workmanship, not by giving
the child a mechanical puzzle but an Erector set, or better, ten dollars worth
of lu?ber and some good tools. (American tools carry Western culture within
then,

After age 18 the student should go to an undergraduate university. The
first two vears consist of a sclence of human behavior. The university would
teach much of today's biology, zoology, and history (if it is interpretive),
and psychology (1f it 1s behavioristic), and philosophy (if it is pragmatic),
and literature (if written spontaneously). The last two years of the univer~
sity wvould use the standards of value pained in the first two years to
appraise the institutions and instruments used by civilized nan.

57. Institutions, instead of molding men's habits to assist the continued
existence of the inherited order of things, should themselves be molded in the
interest of "scientific evolutionary aims and large human pleasure.”

Business and industry must be de-emphasized in favor of most other ways
of self-expression, (Status-seeking 1s a product of Western business, univer-
sities, and other institutions of the expanding economy of waste and poor work-
manship and no creative art, Compare Florence's closing dowvn for a holiday,
about 1300, to bring Giotto's nev painting into St. lark's.)

59. The problem of industrial labor is equivalent to the problem of & dis-
contented husinessnan, the indifferent student, the unhappy wife, the immoral
minister (1ot just in personal lifc)., It is a naladjustment hetween a fixed
huaan natuse (?) and a carelessly ordered world, 7o begin the cure, break

down the inhibitions to free experirmental thinking.
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(Letter from Psychiatrist in Frankfurt A.M.
to Psychology Specialist in Fort Belvoir)

December 31, 2163

Dear Tom,

Here in the last microsecond before the programmed ending of Time and
the instituting of Perfect Social Security I'll write optimistically of the
future--as you have suggested. But first let me muse romantically on the
past.

Optimism 1s easy when you consider that the future is determined only

by the laws of nature and the present status of things--not at all by the
past. In like manner the few pieces remaining on the chessboard determine
the remaining game, The moves that went before need not even be known. The
romance of the game, however, lies in how Black and White got themselves into
that end-game position. Romance is a flux, not a status.

History, like meat on a block, can be chopped any way you like. To-second
1 feel myself influenced by the romance of the Age of Chivalry which indeed
influenced so much of modern manners--though of course the Age of Chivalry
never existed at all but only came into being in men's minds after it had
supposedly died,

History, as I chop it, is the romantic evolyement of man's freedom.
Centuries ago some men felt that the universe revolved around their own
hearth, that man was a specially privileged ruler of the world segregated
out from other animals, that history was a procession of events culminating
in "modern man" as the most complex being, and that every man had freedom
of choice in his own mind (which was considered to repose within his own
skin). Bventually man grew free of all those notions.

The invention of the Copernican astronomy set man somewhat off center and
wounded his pride. On the other hand, he would have fallen on his ear if he
had tried astro-navigation under the old concept. Realizing his subordinate
position, he became more powerful,

The invention of evolution freed man biologically and enabled him even-
tually to better his race-~though it set him on a continuum with other animals,

The invention of the subconscious mind freed man to use more of his mind
-~though at first he was piqued to find that he was not even aware of most of
his own thinking.

The invention of destiny freed man to realize that his history swept on
in spite of him, Changes in languages, styles of thinking and living, world
ideals, art forms all received the meagerest of shaping from any calculated
acts of individuals., An American accordingly thought with certain inherited
human instincts and never with apian instincts. He thought in the English
language but could not with the Eskimo. He thought in the style and prejudice
of his own decade, not in any other, The invention of this destiny-ordered
concept of human history, however, freed man to act more surely while remaining
so ordered and eventually even to navigate around in destiny. He would have
fallen on-his-eat "if he'had tried déstinavigation with the 20th tentury concept
that man.was autonomous and could think his own private and independent thoughts,

Sti1ll I believe that modern times began in the 20th century; for then the
human animal began to work toward the betterment of all life. Man suspected
at that time that other animals had feelings and thoughts though even dolphins
were not allowed the right to vote--much less to pay taxes, That century at
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least erased the fine discrimination between male and female, servant and
master, child and adult, The first half of the century saw women reach
equality with men, saw the invention of the 40-hour week for all but mana-
gerial and professional workers, saw an attempt at keeping down the quality
of the race through selective murder. The second half of the century saw
the voting age lowered to 17, saw the highest status rewarded to rational
thinking (as formerly in Monasiticam) so that eventually everyone became a
research scientist, saw private property abolished (as formerly in Uraus-
tralianism) thus abolishing the most galling impediment to mobility, and
finally saw Bugenics established so that breeding was permitted only to
those as intelligent as Einstein, as beautiful as Mata Hari, and as athletic
as Cassius Clay. The result was a momotonously beautiful, strong, intelli-
gent race., These times too saw the development of a world-wide written

language, Heretofore the non-Chinese minority of the world had never advanced

beyond indicating voice sounds on paper, An ideographic, seen-at-a~glance
symbolism replaced the old linear script, Doctor Zhivago could be written
on one page in a single complex ideograph.

In the 21st century when man-thought achieved synthesis of coded DNA,
all life began to come out of the laboratories, and the population was set
to double every year, For a while the labs experimented with two~headed
people who could wear two hats in the Bureaucracy, lens-eyed people with
fingery lashes who could repair printed symbolic~circuits, tiny 6-legged
people who could mine miniature ores for computers, Eventually, of course,
computers were made biologically, Special instincts were built into the
DNA code so that people were born half-educated, 1In time a silicon atom
was substituted in the DNA thus ending discrimination between animal, vege-
table and mineral peoples and rendering obsolete the SPCA. The Library of
Congress was microfilmed, continuously updated by radifo, and hung on every-
ones eyebrow. The Bureaucracy decided then to make all individuals immortal
and identically equal, self-driven, coded minds of energy-matter., By abol-
ishing locomotion, it solved the traffic problem., Reproduction by intus-
susception pervading all of Space ended the Lebensraum problem., Since all
permutations of communication were instantaneous, everyone knew everything
about everyone, Reproduction produced only an increase in thought-density,

By the 22nd century the Bureaucracy was disestablished and the Computer
incorporated as the central organizing Being., Time, at first regulated by
astronomy and then by nucleonice was now generated by the computer, Back in
the period of the Contending lIdeologies progress had accelerated arithmati-
cally under the Bureaucracy geometrically; but now under the Computer fac-
torially. The 20th century had laid claim to more progress tham all prior
history, but yestersecond saw more progress than all previous time. 1In the
next microsecond the Computer plans to reify the Anaxagorean Universe.
There will be nothing but the individualized and perfectly coded Mind--a
self-thought which has outgrown Time,

How can I be otherwise than optimistic, Tom, as I contemplate the
remaining microsecond of the future?

Your old friend,

-~
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MEDICAL BULLETIN

CONSULTATION CONCEPTS IN MILITARY MENTAL HYGIENE*

Lt. Colonel Matthew D. Parrish, MC**

The author discusses @ concept in the treatment of soldiers with behaviora! prob-
lems that involves mental hygiene consultation with laymen—the commander, NCO’s,
and other members of the unit to wkich the problem soldier belongs.

IT WAS DISCOVERED some time ago that most
psychotics, neurotics and delinquents were not under
individual treatment by psychiatrists, social workers,
etc., but were handled by laymen. Mental hygiene con-
sultation with these laymen rather than with patients
directly has often affected the lives of these patients
far more than individua] treatment would.

What is consultation? It is almost as old as medi-
elne, but watch out, it may be a new concept to you.

Here {s how {t works: A doctor, a general practi-
tioner, for instance, who has difficulty in diagnosing
and managing a patient with a vague abdominal com-~
plaint calls in a consuf{tant. Now the consultant, if he
acts purely as a consultant, does one of two things:

1. He goes over the patient with the doctor and
helps the doctor clarify his own trinking about the
patient and about this area of medi.ine.

2. He listens to a case presentation in which the
doctor's own technigques and preiudices are revealed,
and without necessarily seeing the patient himself he
helps the doctor handle the problem.

Note that here the consultant has considered the
doctor as a professional eyual—a colleague. In medical
centers, consultants do not always act this way be«
cause they are not purely consuitants: they are also
teachers and the relation between teacher and pupil
often overshadows the relation between two profes~
sfonal men. L

What are the advantages accruing to the little
social system ccnsisting of doctor, patient and family
when that system utilizes a consultant?

1. The consultant brings a fresh outlook that is
not g0 involved in the patient’s life, the tediousness
of patient care, or the pressure from the family, etc.

2. The doctor's own type of over-involvement—and
even his mistakes—are in themselves data which tell
the consultant something of the problem, something
which the doctor or his regular assistant could not
have seen.

3. A consultant usually has experience in helping
others to utilize their own resources.

4. A final advantage is usually that a consultant
is technically trained in a particularly useful aspect
of the problem.

Note again--1 did not say:

1. That the consultant taught the doctor any-
thing, nor

2. That the consultant told the doctor how to
run his business, nor

3. That he gave any treatment to either patient
or doctor, nor

*Presented at the 1963 USAXREUR Medical-Surgical Training
Conference heid {n Garmisch, Germany.

**Amsistant Chief, Neuropsychiatric Service, United States
Army Hospital, Frankfurt,, APO 731, U.S. Forces.

4. That he took the patient out of the doctor's
hands.

Of course, there are consultants who avoid being pure
consultants in that they treat cr teach. There ure
even some people who c3all themsclves consultants
when they take over the patient, but properiy this is
called changing a therapists; it is not consultation.

Mental Hygiene Consultation

Mental Hygiene Consultation differs from ordinary
medical consultation in that the mentzl hygienist con-
sults not only with the doctors, but with all the sther
community “caretakers” who are responsible for tl
human relations within some group.

Examples of Caretakers: commanders, teachers,
Jawyers, confinement oificers, doctors ard cther staff
officers. For simplicity. however, let us ccpsider here
only command consultation. For this purpose then. the
following definitions will apply:

Caretoker: The commander and thnse officers
commissioned and non-commisswoned t¢ whom Le
delegates a part of his responsibility for the montal
he{alth and the humen relations within the miitary
unit.

Patient: Someone with an imperfect develon-
mental history at whom the unit is currently powsting
the finger and saying, “He has a probiem”

Normal Persons: Someone with an imperfect de-
velopmental history but at whom his unit is not paint-
ing the finger.

Consultant: A person trained broadly in one of
the behavioral sciences who can work with the indi-
vidual commander, with his patient., and with the en-
tire unit as an individual organism which has its own
behavior, symptoms, and life course.

What does the mental hygiene consultant do” Es-
sentially, he does the same thing a medical consultant
does. He helps the caretaker to clarify his own thcught
about his problem with the patient and to uulize to
the fullest extent all the resources which the caresaker
already has at his fingertips. Resources are intellec-
tual, emotional and social. Here is an example of a
consultation problem:

Consultation Problem

A commander has many troops who are having
trouble with excessive indebtedness. Commanders in
neighboring units are having less trouble. The com-
mander assails the debtors bitterly as dishonest ard
essentially inhuman. The mental hygienist, adonting
the usual non-judgmental attitude, does not concdemn
indebtedness as the commander has asxed Iiim to de.
and eventually, from the commander's attitude, it be-
comes evident that he himself is fighting against a
tendency to go deeply into debt in his own afiairs.
The mental hygienist, in accepting debtors as human
and likeable enough, has accepted ailso this debt-anxi-
ous aspect of the commander. In the prescnce of the

L. Bull. U. 8. Army, Europe
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mental hyzienist, the cornmander is able to accept it
also. Thus the commander has opened the door to an
area of creative thinking which was formerly blocked.
He can now plan much more effectively how to deal
with the problem of debt in thc unit. He may even
stimulate his own troops to work out effectively ways
of handling the problem which have never been dis~
covered before.

Note here that the consultant did not teach, did
not advise, did not treat. As a consequence, though,
the commander is now stronger and more resource~
ful than he was before the consultation. He is not
more dependent upon the consultant to come and solve
this problem again and again, or to teach him more
and more. The tendency, of this unit to mishandle in-
debtedness has been corrected by the unit itself with
the commander as the responsible caretaker. This
kind of practice strengthens the commander and the
unit as a stable and creatively resourceful organism.

Mental Hygiene

Let's look more closely at the programmed activity

of Mental Hygiene.

A military psychiatrist who supports 20,000 troops
may be supporting about 100 units plus the dependent
families connected with these units. Now, when these
units are divided among the social worker, the psychol-
ogist and the technicians, each mental hygienist may
have 15 units to support. In dealing with these units,
the mental hygienists often confer in groups or indi-
vidually so that each technician is consultatively sup-~
ported by an officer and the most experienced officers
act as the consultants for the entire staff. This intra~
staff consultation is frequently also combined with
teaching.

Let's take the case of Company “A,” a unit which
no mental hygienist has ever observed before. Let's
say that a social work technician is delegated to the
unit and you are a psychiatrist supporting the tech-
nician. This technician keeps a book in which is re-
corded every unit he supports. Under each unit he
records every “patient” referred from that unit plus
other general observational data on the unit itself. Now
this technician comes to you and says that Company
“A” has referred three “patients” for administrative
discharge evaluation and that, in addition, the sup-
porting dispensary has referred one patient who has
s mild phobic reaction that the unit and the doctor
are now getting tired of.

At this point you must ask yourself: What is this
unit trying to say to the Army Medical Service or to
the unit's own higher command? What are the CO
snd the First Sergeant trying to say to their troops?
One thing fairly certain is that the commander using
on-the-spot observation and using more skill at com-
mand than you will ever possess has concluded that
his unit would be better off without these three men,
Similar communication is also coming in from the
surgeon. You rmust respect these opinions. But, you
may also suspect that these four men constitute a
social phenomenon within the unit and not just four
isolated individuals who have difficulty in getting
along in the world.

You arrange a personal visit to the unit area and
take the technician with you. You feel out the atti-
tudes, policies and prejudices of the officers while the
technician gets a feel for .the NCO's—what are the
troops, both ‘“patients” and normals, complaining
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about. What arc the real psychological difficulties
which underlie the complzints. When you have be-
come comfortable with the leaders of the unit you
form a group of the four patients plus three or four
normal troops who live or werk closely with thiem.
Sitting fn the group with themn you get these men to
interact with each other. The more you gc¢t them to
talk and to react emotionally with each cther the more
you learn and the more the problem will begin o
resolve itself. This includes not only the problems of
the four jndividuals, but zlso the style of unit rejec-
tion, cooperation and creative activity. After an hour
of group observation you and your technician may
see each of the four men briefly as individuals. When
you finish, you have a set of notes in a form easy
to type into certificates if needed. You and your tech-
nician have made a definitive formulation of any
further treatment or management needed. "’

What, now, are the results of this visit?

1. The unit knows that you understand a lot
about it.

2. It does not have to refer patiant after patient
in an effort to get close attention from higher staff.

3. It is led strongly to look clnsely at its own
problems and to induce men to dedicate themnseives
to the unit life. This is a socially more hLa2althy game
than the game of extruding patients from the group
and hoping for better luck on replacements.

4. The normal men who were in the grour
meeting tend to stabilize the patients and to spread
the feeling that these men, when seer with medicatl
eyes, look acceptable as soldiers.

5. OR the normal men tend to identify with the
patients and again the problem becomes a group
problem, solvable by some group action other than
extrusion.

6. The {feeling and information which are
brought out into the open, not only from patients but
from normals and NCO'’s, sometimes brings Command
to say “Well, I don't really need a certificate now. I see
h?w I"want to handle this, The data is all in front
of me.

7. In later weeks this unit can phene you or the
technician about a problem. They feel that you know
them as perhaps no other usctor or technician ever
has, and they find it easy to present relatively un-
distorted facts and to respond readily to their own
observations on the phone.

But what about the companies you didn't visit this
week? What about the command consultation patients
who come to your office? Suppose each one is from
a different unit so that you ran't even schedule two
or three from one unit to be secn the same day? Well,
you can still have each patient bring with him a man
who lives closely with him. You can see them to-
gether as well as separately if you wish, and there
again the problem stabilizes itself because of the em-

phasis on social validation and concurrence. The prob- -

lem is not allowed to isolate itself into the dark re-
cesses of a doctor's practice. If the technician or doc-
tor calls the unit immediately after the interview, then
the unit more readily applies its own healthy leader-
ship to the problem.

A certificate will be more eflective {f written as one
professional colleague to anothe: using only language
common to bota professions and if it gives definite
Jrofessional impressions and recommendations. The
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mental status is more useful when it shows the com-
mander clearly how the man appeared to you in be-
havior, motivation, mood and munner of thought. He
may appear different at work and it waay help com-
mand to see that difference.

This “remote consultation” dcne by telephone and
paper from your office is certainly not as effective,-
nor can evaluation be socially as useful and accurate,
as that done where the problem is examined in situ.
Such remote consultation is no substitute but it is an
adjunct.

In Mental Hygiene consultation the “caretaker” is
considered responsible for the human relations diffi-
culties of a group organisin. Within that organism the
“patient” {s an organ which plays a symptomatic role
and which the rest of the organism points out (often

MEDICAL BULLETIN

sympathetically) as being deviant. A patiert need not
be a human being. Sometimes an airplane is a paticnt—
or a tank, or even an old office building.

The difficulty—which the organism usually con-
siders the patient’s own peculiar difficulty—is jtself
a communication to the medical profession. It is the
group's cry for professional help. The consultant is an
“outsider” who enables the caretaker to see the prob-
lem more clearly and to develop the group's own
resourcefulrness. “Caretaker” and consultant worx to-
gether in such a way that the “caretaker's” own skills
as a leader are improved and he relies more effectively
upon himself. Often the entire group orgarism inte-
grates itself around a complex mission of work and
developmental activity so that symptoms of ineffec-
tiveness decrease.
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SIXTH INTERNATIONAL CONGRESS London
X of August 1964
! PSYCHOTHERAPY

Observations of Lt. dol.fMattheu D. Parrish, MC, Acting as Reporter for
US Army R & D Command.

HISTORY: The Internationasl Congresses began in 1948. Each has been held in
a different European city. The next is to be in West Germany in 1967,

NUMBER ATTENDING: About 1000 people representing 48 countries including East
Germany and several Iron Curtain countries, but not including Russia or Red
China. About . 100 wives of members also-attended. ¢

ATTITUDE OF MEMBERS: Most members seem to be sceking knowledge and a lot of
communication with each other. Some apparently sought prestige and showed

off a little but there was no bitterness nor open antagonism apparent. Members
of the press remarked that in this respect the Congress was quieter than the
Congress of Social Psychiatry which was held the preceding week in London.

FORMAT OF PROGRAM: The mornings were occupied with plenary sessiones in the

- vast auditorium of Central Hall. Here, formal papers were presented and formal

discussers remarked upon them. Only occasionally was there participation from
the audience. Everything said was simultaneously translated into English,
French, German and Spanish by means of -small head sets for each member. The
afternoons were occupied with workshops in some 20 different rooms adjoining
Westminster Abbey and the Central Hall. Here there wac much audience partici-
pation. Many papers were slowed up in their presentation by the fact that a
couple of volunteer members would have to translzte or give summaries in order
for the entire audience to appreciate them. The evenings were occupied with
formal and informal receptions and cocktail parties where various members and
groups discussed their problems and developed their theories and ideas together.
The first reception was held in Lancaster Kouse where the Government normally
entertains dignitaries. According to Britich members, this was an unprecedented
honor for such a Congress. Here with unexpected perceptiveness, the secretary
to the Ministry of Health discussed with me the US Army and Air Force!s Preven-
tive developments and {ts attempt to use Social trecatment as a tocl. He felt
that both Britain and America had progressed far by maintaining "This Special
Relationship” between them - not only in military but in all scientific and
commercial work (he seemed to kdow of more "special relationships" than I did).

I also participated in much informal conversation with delegates from
many countries at (1) The City of London's reception for the entire Congress
in the london Guild Hall, at (2) The German Ambacsador's Reception for German
members, at (3) The Congress's own last get-together at a Country Club. In
addition, there was much discussion in the hallways at lunch and coffee times.
Some of the ideas expressed will be reported in appropriate context below.

There was a dazzling variety of papers and discussions. I tried to
attend mostly to people and papers which scemed to be (1) most new and pro-
gressive or (2) most influential. This report is therefore not a perfect
cross-section of what went on,

In reporting on papers below, I have put in parenthesls comments which
the author or his colleagues made in discussion after the paper or which were
made pertinently in other papers of the Congress.
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THE ARRANGEMENT OF PAPERS PRESENTED: The succession of papers with each
succeeding day emphasized--

1. (Mon) The total Social and Governmental view of psychotherapy--national
policies development of international coordination, etc.

2. (Tues) Childhood and adolescent psychotherapy.
3. (Ued). Adult psychotherapy.

L. (Thur) Small group psychotherapy.

5. (Fri) Large group psychotherapy.

6. (Sat) Return to design of international and governmental communica-
tion and coordination.

GENERAL OUTLINE OF PAPERS PRESENTED IN PLENARY SESSION:

MONDAY: The social and governmentsl view of peychotherepv.
.‘1’

Mr. Bernard Braine, parliamenﬁary secretary to the Ministry
of Health said that psychiatry used to be considered hardly a part of medicine
largely because of its lack of results. Now, better treatment results hsve
brought better recognition. From its beginning in 19.%, the National Eeazlth
Service considered mental illness valicd as any other illness but in leter years
the emphasis in psychiairic treatment has turned from hospital meiicine to
community medicine. The government is anxious to understand community éynamics
in mental illness and in treatment. There are thres important guestions:

(1) What is the range of psychctherapy? What are its limits?

(2) Can any nation afford freely avasilable psychotherapy?

(3) What would be the social consequences if psychotherspy

wvere not freely available? t
-2

Dr. Thomas F. Main (Cassel Hospital, England): The Szarch
for Sense--The advances in psychiatry have depended ~n concurrent advances
in other sciences. Nowadays, however, the advance of physical and bioclogical
sciences depends a grezt deal on further advances in psychiatry. It is in
the glinical situation that a person most readily reveals himself and the
blocks to his thinking. This opens doors for the understanding of road btlocks
to the progress of physical sciences or management. (It also opens doers in
anthropclogy and in the understanding of developing nations and of other groups
which musu interact with each other). Clinical psychiatry brings a knowledge
of social process whicn is applicable in strikes, prison behavior, the decisions
of legislatures, the scapegoating of publie fipures, ete. Whether practicual use
can be made of such advances in any science, howsver, depends upon the xind of
culture in which those advances occur. Can changes in direction be accepted?
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All three of the great pivots of scientific change--Copernicus, Darwin, Freud--
produced an angry incredulity in their contemporaries. Of the three men, only

the psychiatrist really tried to understand the automatic irrationality he was

faced with,

Only a physicist can test the results of a physicist. Only a psycho-
analyst can test the results of a psychoanalyst. Every science is a closed
shop (with cross-disciplinary respect, however, such threshold sciences
develop as bio-geology or bio-physics. The imp’ication is that we may some
dey have psycho-biology or psycho-economics).

.

TUESDAY: - Infancy, Childhood and Adolescence.

-3-

Professor James Anthony (St. Louis, Missouri): Developments
in Child Psvchothergpv. Varieties and vicissitudes nf the therapeutic situasticr
in the Treatment of Children.

Child psychiatry originated with Freud--with the treatment of
little Hans in his own house without strict time structure and employing father
to do part of the treatment. Today, in the United States, the collusion is
between psychiatrist and mother. Father is seldom inveclved unless he is a
weak and ineffectual person. Everyone agrees that therapy would be most
effective if father were involved but there is little real effort to bring
him into the therapeutic situation. (Cf. the usual US Army Mental Hygierne
policy of insisting that the "sponsor" be involved in the treatment of every
case). After little Hans, children in general were treated like pieces of
Dresden china. It was assumed they could not tolerate a sudden break through
of insight. They were given strict appointments and thus child psychiatry
became like adult psychiastry at the same time adult psychiatry was becoming
like child psychiatry. 1In the past three or four years, however, children have
been considered more emotionally resilient than adults.

Generally, the first stage of treatment is a "seductive™ one in
which the child is prepared for deeper intervention by the formation of a close
relationship with the therapist.which often involves close body contact and
almost symbiotic togetherness. After this, the therapist can put the child in
a bind by manipulating the now much desired relationship. The seccnd stage
of treatment involves a shift from unconscious and acting-out elements to
verbal elements of communication in which the erotic factors are quite conscious.
The transition is facilitated by more rigid appointments and an increased
frequency of meeting.

L=

Discussion by Dr. F. H. Stone {(Glasgow, Scotland): Psycho-
analysis should not be considered the norm nor the optimum child psychiatry
and everything else merely a variation from it. Psychoanalysis has a more
definite and a more widely advertised theoretical concept, but most child
psychiatry utilizes only the normal doctor-patient relationship. It is said
that the second stage of child psychoanalysis works best in children with only
internal conflicts and no bad environment, but one doesn't find such patients
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in ordinary practice.

A Child Guidance Clinic should be more broadly resourceful
than a psychoanalytic institution. It should employ a very wide spectrum
of disciplines bringing to bear community forces which affect much more of
the neighborhood than merely the child and his parents. It should also employ
dramatization, placement, education, family therapy, group therapy, play therapy,
etc. But very few child guidance clinics are yet this good.

-5-

Discussion by Professor J. B. Bouluiger (Montredl): The
originsl child guidance clinic was established in 1305 by the Chicago Courts.
It had no possibility of doing child psychcanalysic but developed a dynamic
psychiatry which involved a good deal of the community resources.

—-6-

Dr., Michael Fordham (London): The Self in Childhood.

This paper clarified a concept of "Self" as different from
psychoanalytic ego. The child's concept of self is usually strong though the
ego is weak. Organic brain pathology and‘children's art give many evidences
for the existence of self as an entity. (This is not radically different from
Sullivanian concepts.)

-7-

Miss Anne Freud (London): A New Classification for Mental
Illness in Childhood.

Classification cannot be bascd on symptomc since they tell
little about prognosis cr tke need for treatiment. Besides, children may have
few symptoms and show very little suffering in their mental illnesses. Classifi-
cation cannot be based on disturbance of naiural functions because many social
functions are poorly developed in the normal child. The key to classification
is that the child's most vital psychological function is that of developing
progressively. As long as this proceeds the disease is never severe.

Outline of classificaticn ranging from severest to mildest:

(1) Failure of development--from organic trauma, infant
deprivation, etc.

(2) Regressions of development--throwing the child back to
an earlier stage of adjustment from which he usually can still progress.

(3) Disturbances of single functions such as feeding.

(4) Different rates of growth in different parts of the child's
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-8-

Piscussion: Dr. John Bolland (U.K.): In case it should be
thought that Miss Freud is concerned only with the internal dynamics of the
individual child, it should be recalled that she participated in discussions
of family law at Yale Law School and showed great understanding of the role
of the total community in child mental health. Her child clinic's approach now
involves a necessary consultation with almost all aspects of community life
and management. Especially when that clinic asks the vital question: "Why
is this child brought at this time to this clinic by this referral gource?"
These questions themselves permit & method of classifying and localizing the
particular disorder.

With regard to the psychiatrists entering consultatively into
the creative work of lawyers, industrialists, military commanders, etc., the
question was asked, why clinicel psychiatrists and psychologists rather than
experimental psychologists should perticipate. The essential answer was that
the best consultative skill here necessitated a personal closeness to pain,
sex, feces, effective drugs, family politics, etc., and these things were
treated only distantly and in fragments by most laboratories.

-9-

Professor Dr. Annamarie Duehrssen (Berlin): Scientific and
Medical-Political Aspects in Child Psvchiatrvy,

A five year follow-up of 140 child pcychiairic patients showed
with good statistical significance, more favorable results than are found in
the average adult treatment. JInteresting finding: Children whose mothers did
not want them showed more improvement than children whose mothers did want them.
The German Child Guidance Clinic is heavily wzighted on the side of diagnosis.
More real treatment facilities are needed since mere education only makes
parents more guilty and mere counselling won't make delinquents honest., Dis-
cussion brought out that patients who interrupted treatment were found most
frequently among those where the father did not participate. Apparently a
second major cause of interrupted treatment was the presentation of new ideas
or interpretations to parents at especially traumatic or sensitive times.

WEDNESDAY: The Individual Adult.

-10-

Dr. R. D. Laing (London): Review of the Development of Psy-
chotherapy over the past two decades.

Psychiatry requires a therapist, a patient, a reliable time and
place to meet and then it proceeds to peel away all that stands between these
two persons~-all the carry-over from the past, the transference and counter
transference, the lies, the defenses and even some of the culturally imposed
prejudices, Lately psychotherapy has focussed more on what has pever happened
before in patient or therapist. We have asked, "What are the pon-transference
elements in psychotherapy?" In the therapecutic situation the therapist can
‘ now laugh or cry, get up from his chair--even spring surprises, but these

techniques are never well written up (see John Rosen and Madame Sechehaye).
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There is evéh\a tendency to expect the patient to teach the therapist. The
therapist does not merely adjust the patient to his present difficulties but
expects him to develop means of continuously managing his own natural world as
it changes.

Psychotherapy needs a concept which will help us understand
doctor and patient in relation to the social system they are both in. We need
to see the ontological organisms as functions of the social organism and this
should integrate metapsychology (Federn, Fairbairn) existential psychology
(Binswanger, Boss) transactional psychiatry and game theory (Berne, Von Neuman)
interpersonal psychiatry (Buber, Sullivan). Metapsychology never placed the
individual in any social context; it could not express the meeting of "I with
another". The metapsychological ego is only a part of a mental apparatus.

How apparatuses interact with each other is unexplained.

Some people think that being sane means being not too aware of
the unconscious. Our minds are what the ego is unconscious of. Our minds ere
conscious of us--not we of them. The dreamer who dreams out dreams knows more
of us than we of him. We are out of our mind. If a person becomes more aware
of his mind we can't get along with him.

In the view of game theory, it seems that every person has a set
of games he has learned to play. If someone else's game meshes with his game
then he is compatible--even it there is mutual discomfort. A person whose
game breaks the rules of most other people's games must go to the psychiatrict
for the ceremony of treatment but his feeling of lcss stems from tne inabiiity
to play the game with anyone--loss of game pariner, not lozs of the rezlity
of the other person. Behavior of one person is a furcticn of the behavior cf
others.

Transactions and games can be played as well by machines as by
persons. Transaction without transexperience is impersornal. Behavioral therapy
and theory is a "schizold" method of manipulation and control tecause it deals
with interaction and communication, but not with pathos or personal experience
and feeling. Effective psychcotherapy is an obstiaate attempt of two people
to recover being human. They should discover persons, not exchange objects.

Most good psychotherapists practice inconsistently with their
theories. I would rather follow the psychologist into his own experiences
than have him decant his experience into a reified theory. The existential
thought of a psychotherapeutic process is a flame that constantly melts and
recasts its own idiom. It addresses no one except you and me. Therefore, we
will never entirely succeed in formulating a theory.

~11-

Discussion: Dr. H. Guntrip (Leeds, England): This discusser was apparently
considered an authority on object relations. Essentially he agreed with Dr.
Laing and maintained that the psychotherapist was skilled only if he could
feel with the patient. For psychotherapy, the Century's most important theoret-
ical change was the shift from concern with instincts to concern with ego.
People are trying to develop personal (ego) relations, not object (instinct)
relations. For Freud, there was no primary ego. Rather, ego developed after
a couple of years of life as a control to instincts. Kleinian Theory now ac-

6
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cepts a rudimental ego at birth which projects its instincts onto other people
and then re-introjects those instincis now organized and somewhat personalized.

In the existential concept, life is essentially sad. The encounter is

the only important and interesting fact in existence--without it there is n
life.

-12-

Dr. Jurgen Ruesch (San Francisco): Pgychotherapy for the Well and Psvcho-
therapy for the I11. Psychotherapy of the mentally well assumes intact sen-
sory apparatus, knowledge of what the communicated symbols refer to, skill to
choose a reply, space it properly, observe its impact and then make appropriate
adjustments. But most poor communication (especially in the mentally ill) is ‘
due to the patient's never having acquired gocd communication methods in the !
first place. Therefore, non-verbal communication is necessary in psychotherapy ;
and indeed, 99% of the population doesn't know how to cope skillfully with even i
verbal interaction. Verbal communication is analgous to digital data-process- J
ing or to alphabetic writing. Non-verbal communication is analgous to snalogic ‘
data-processing--or to ideographic writing, and is more primitive. In any
type of disease, skill in non-verbal communication is usually retained longest.
Psychotherapists in general are captives’ in a world of verbal unreality. It
is assumed that free associations represent the patient's actual experience
and thought. But no-one sees the other fellow's dreams.

Most schools of psychiatry have a vocabulary of a few dozen words to des-
cribe processes and diagnoses. With these limited tools the average psychiatrist
works. The patient forces self-correction on himself by the impact of his own
acts in the therapeutic situation. It is not the psychiatrist who corrects. The
psychiatrists usually choose carefully, their methods and their patients. And, i

\

as far as personal relations go, they develop therapeutic situations only with
the virtually well patients. Non-verbal communication is usually left to nurses,

technicians, family, etc. But non-verbal or action-oriented psychiatrists ad-
dress themselves to sicker patients.

-13-

Discugssion: Dr. Medard Boss kZurich) remarked that the audience popularity

of Dr. Ruesch's paper proves the efficacy of verbal communication made at the
right moment.

-14-

Professor G. Benedetti (Basel, Switzerland) The Management of Rerrescion
in Therapy of Psychoses:
The neurotic regresses to older ways which he thinks he can use to solve

his problem (he tries to make his current life the kind of problem with others
which he likes to handle).

Psychotic regression is deeper and seeks to use types of communication
which are desperately warded off by other parts of the personality, (and

also warded off by other people not in collusion with the psychosis). Schiz-
ophrenic symptoms are not primarily communications but are autistic.
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Id _regressions often occur at turning points of life where old ways
must be given up--e.g. at puberty, or at the time of starting in the commer-
cial world alone. The problem for doctor and patient is to find a more
solid way for adult methods of living to develop.

R Super-ero regression: the patient regresscs into subservience to a
strong super-ego which he has been acting as if he had overcome. The pa-
tient turns away from his original goal., The social factor here may be
for example, the beginning of an unsatisfactory sexual relation. But,
with the regression, this factor is hidden from the patient. There is
specific scotomatization of more mature ways of relating which would
free the patient from this archaic super-ego.

. Ego regression seeks satisfuction in a more primitive social 1life.

The patient narrows his world to very simple and habitual social con<

tributions. It is now only at this primitive level that the patient

can experience human relatedness. The therapist, therefore, must meet the

patient on this level and not try to appeal to the abandoned adult functions. :

The regression occurs in the dissociated tendencies (seen by the patient ‘

as projections). Thus, childhood homosexual tendencies may return ac a ‘

fear of being homosexually raped. At first the patient acts superficially F

as an adult (sweeps the floor, etc.) but he says childish things, mastur-
bates in public and finally lets other sdult functions regress. The ther-
apist may do harm here by attempting symbolic realization (Sechehaye). The
ego rejects the attempt to fulfill the regressed tendencies on a symbolic
level because it doesnit want to be aware of those tendencies. The re-
gression which occurs in therapy is communicative and occurs irn a relaticn-
ship. Pathologic regression does not. A pericd of difficult behavior
which later improves is Lo be expected in therzpy. Such improvement in the
ego-regressed psychosis is not expected unless a relationship can be es~
tablished so that the behavior is occurring in a relationship.

-15-

Dr. Elizabeth Zetel (Cambridge, Mzssachusetts) Use and Misuze of
Psychoanalysis in Psychiatric Training ani Psvchotherapeutic Praciice.

The speaker worked as an eclectic psychiatrist in the Maudsley Eos-
pital and also as a psycho-analyst. Accordingly, she spzaks two sortis of x
psychiatric language. She feels that there are premature attempts aroot ‘
to make the two languages and ways, of thinking into a single way. This
will result in damage-to both ways of thinking.

THURSDAY: SMALL GROUPS - Their disorders and Treatment.
- -16-
Dr. J. D. Sutherland (Tavistock, London) Review of the Field of

Psychotherapy and Small Groups. This speaker explained his subject step-
wise, building carefully as he went.

Klein showed that the personality was structured by family interaction
which produced in the individual certain introjects (imagcs) of family
menmbers and functions.




Talcott Parsons, following G. H., Mead, developed independently of the
psycho-analysts, a social concept which is analgous to Klein's concept and
applies to groups in place of individuals. Just as a man will manipulate
his wife into his unconsciously needed mother-role, so a group will manip-
ulate some individual into a socially-needed role which is just as uncon-
scious to the group. .

Personality is a system which maintains its continuity and identity X
by daily social interaction. Thus the future is a constant reference point
affecting behavior. Members of a group have a constant compulsion ¢o cast
someone in a role which fulfills a common unconscious need of several mem-
bers. (They pool their needs in a pre-role exploration. Thus an unoccupied
role~-slot is created at the concurrence of these needs). A useful member
finds some of his own needs fulfilled by the role but sometimes the role
will painfully mold the member!s behavior. He may resist the coercion--
usually ineffectively. He may come to look on the rele as his own person- w
ality type.

t
But it takes all kinds of needed roles to make a world--even to make }

the microcosm of an individual--and if a group is too small there may not ]

be enough role variety available. If a group is too large, projections of {

needs may get so diffuse that the members cannot feel them as being part :

of the individual. In group therapy the repressed need systems can be

brought out within the group matrix of role sets. A member can then re-

peat in the here and now, the old conflicts and learn to handle them.

Furthermore, the total conflict system may exist by group collusion (ac

in a family) and treatment may best include the whole group (often within

a larger group). The goal of such treatment is to enable the organism to

cope with new and changing situations, not merely to overcome an out-dated

way of behaving.

The group dynamics and methods of group therapy being uncovered by
psychiatry are rapidly being utilized by industrial management. Industry
now frequently sends its management personnel to work-group seminars,
vhere different disciplines live, eat, sleep and work closely together
for a couple of weeks.

-17-

Discussion: Dr. J. L. Moreno--talked from no notes. He first of all
struck a grand audience-encompassing pose and rather quickly captured the
listeners--bringing more energetic agreement from then than did any other
speaker of the Congress. Essentially he pleaded for research which would
be an organic part of group therapy process in ordinary psychiatric prac-
tice. One cannot do group therapy without doing group research. Since
each group is different, it takes measured investigation to understand it.
There are two approaches to group therapy:

(1) Interactional Therapy (or co-actional in sociometric language)
which is based on the group process.

(2) Analytic group Therapy based on psycho-analytic investigation
of the individual in the group. We need to bring together the two methods-
compare psycho-analytic research with action research upon on-going group
processes,




- e o R .
M;.»--«: P T AT o

-18-

Dorothy Stock Whitaker (University of Chicago and Leeds, England):
The Process by which Change occurs and the role of Insirht.

This is a study of an B7-session group of 6 members concentrating
here on one person's change (Alex).

Assumption: Any individual's behavior arises out of past conflict--a
wise and a reactive fear. This therapy group was assumed to be simply one
of a chain of situations in life. Alex's wich was to win out sexually against
father but his fear of retaliation lead to self-atasemsnt as a chronic sclu-
tion, Effective therapy made use of a Critical Therapcutic Experience. Trat
is, the patient vividly experienced the wish in group situation but found that
the feared consequenced did not occur. The Critical Therapzutic Experience
for this one patient occurred in the 62nd session.

Alex presented himself as exhibitionistically abject. The group
seemed unconsciously to grasp what Alex rezlly needed. The therapistis
presence merely kept the process moving. Here interpretations did not
pPlay a role in insight. The group and patient worked this out together.

-19~

Discussion: Dr. lenry E:riel (London). Usually without the therapist's
here-and-now interpretations, the patient will avoid really getting the
repeated impact c¢f the here-and-now experience. For the patient develops
one relation in thc group in order to hide another relaticn. The group
disguises its feelings toward the therapist by setting up fantasies and
situations which express these feelings covertly. If the therapist does
not interpret this, then the group thinks he is only biding his time until
the big retalistion.

-20-

Dr. E. K. Schwartz (New York City) Two Views on the Nature of Group
Psychotherapy.

This was a moving speaker with a lot of energy but rather defensive
concerning his ideas. A dialogue between Dr. Schwartz and Dr. Foulkes
laid out most of the concepts.

Dr. Schwartz spoke about groups of 8 to 10 members meeting once or
twice a week with alternate sessions where the group met without a therarist.
New patients came into the group as old patients left. In a therapy group,
the individual is not a replacecable cog as he may be in social or industrial
groups. The mission of a therapy group is to improve individual functioning.

- Group therapy is not individual therapy in front of an audience. It is not
merely social therapy without attention to the individual. Changing the
society does not revise the individual. Changirng the individual douz not
revise society. The truth is somuwhere between these extremes; for group
therapy investigates how psycho-sanity and peycho-pathology arise in Man-- _
in both the social and the individual aspects of Man. |




-21-

Dr. S. H. Poulkes (London--Maudsley) presented the second half of
the above paper. He spoke from an orientation toward group psycho-analysis.
Psycho-analysis is biological in origin. It was developed in the dyadic
relationship. It is social only for therapeutic purposes. The advantage
of group therapy is that the psycho-analyst sees the patient in action with
others, better than he can in individual therapy. The relations between
group members open up channels to the unconscious which otherwise would
remain closed. '

Dr. Foulkes rejected fiercely the suggestion by Dr. Schwartz that we
should have more tape recordings and movies of group therapists in action--
so we can see what they really do, not just what they report. Dr. Foulkes
said his private patients would not allow such recording.

-22-
Dr. F. Knobloch (Charles University, Prague) Family Therapy.

Family Therapy is an integral part of a wide system of psycho-therapy in
Prague. The family may not be the focus of neurosis in every case but it is
always involved in the neurosis. If family group therapy is to be used at
all for a patient, then only family group therapy should be used in that case;
for such therapy is sufficient to handle the entire problem. Some patients
arrive at the clinic aware of their neurosis but not of family problems. Some
arrive aware of their family problems but not of individual neurosis. It
makes no difference--both kinds can get help from family therapy. The author
presented cases to show that many problems could not be helped by individual
therapy at all which were rather easily solved by family therapy.

-23-

Dr. H. V. Dicks (Tavistock--London) Family Therapy.

Family therapy was begun as a program in London in 1939, When a family
said it wanted to change for the better, it often colluded to maintain an
unhappy game--frequently using a child as representative of the idealized
(and hated) figures that troubled members in the past. Though many cases
began with a child or two in the group, the average case ran for 25 joint
or individual sessions with the mother and father. The effect on the child,
however, was much greater than on the parents.

FRIDAY: Large Groups.
24~

Dr. Al Stanton (Boston) Some Therapeutic Mechanisms Arising from Hospital
Social Structure.

We are only beginning to examine the "forbidden" in Hospital Society.
It is disconcerting us about as much as Freud's examination of the forbidden

11
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in the individual mind. The hospital often denies the patient enough real
personal contucts to produce excessive withdrawal, posturing, anrer, etc.--
behavior which would occur less often outside a hczpital. Kahn has found

-that patient suicides occurred in clusters related to difficulties in

staff relations, such as periods when =taff members were being trancferred.
Recognition of some hospitel-produced syndromes has helped to decrease the
number of patients needing hospital care.

Research Report: A l5-patient ward with 12 attendants for the 24-hcur
day averaged 1 ccntact per hour for each patient. Contacts between staff
members were twice as freguent as belween stafi and patient and four times
as frequent as between patient and patient. When & patient's interacticrs
with the staff began to increase rapidly, he was soon discharged.

Erickson thinks that personality grows through crisis resolution.
Resoluticn is retarded by th= spreading of stimuli through inappropriate
chanrels without forming any hierarchic structure. These channels may be
within the psyche or within the society. Cricis resoluticn is far;lzzz*cd
by a hospital community which is unambigucus and which provides easy inter-
action, that is, the community which has a well-structured hierarchy witn
a leveling of human acceptance. Active pcer groups with clese perscnal
relutionships between members most easily resolve conflict betwsen individ-
uals and euthority.

The hospital iz un organism. Ya=t, tiwe 1quu1~C usct in itc anulyciz
hus net been psychclogical but social and manaporizl,

~2¢6-

Discussion: Dr. J. Cummings (USA) The Velue Problem in Therapv.

Values are congruent with social norms. Every act irn zocieiy ic
value-influenced. Valuss, like skills, are learncd in human interaction.
If an interaction is gratifying then the self is felt as more valuzble;
if ungratifying, then the szlf tends to disdain the part of socieiy in
which the interaction occurred. Scmetimes the percon disdains a part of
himself, however, and alters his personal valusc., This cenflict of values
may produce a personal crisis. A good therapoutic environment does not
protect the patient from crises, but it gives him maximum chance to resolve
the crises by a perscnal change.

-26-

Isabel Menzies (Tavistock--Londen) Mutuszl Imter-ctionc bitween
Organizutions us u defense apainst gnxietv.

Both indivicduals and organizations ars engagea in a lifelong struggle
against anxiety. (Anxiety here seemed to mean the incomplete ccatrol of
certain powerful and renl feelings sbout which one knows that other people
have special feelings of their own). Every organization has its own character-
istic experiences which produce anxiety, e.g., hcecritals have paticnts die,
miners have cave-ins or lay-offs. However, each individual brings to the
organization, his own anxiety in the form of anxiety phantasies, arizing
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out of his past personal life. The individual projects this internal
- situation onto his present organization. Different individuals project
) a different internal anxiety onto the shared organizational anxiety. Each
individual, therefore, sees the organization differently.

When the method and organization of work is not the most efficient fgb
the task, then this indicates a group maneuver to avoid anxiety, e.g., nurses
often set up ward structure so as to avoid much interpersonal contact among
nurses and among patients. This "Social Defense System" may detract from i
patient care. The social defense works, however, only when it is re-incorpor-
ated by the individual so that the social defense system becomes a needed
"psychic defense system" of the individual. There is a constant unconscious b
transactional matching of social and individual defence systems. Once the {

social defense system is well-established it changes little and each new
individual must incorporate and use the social defense system as long as he
is a member of that organization. This may cause quite a strain on the
individual if his personal defense system is much different from the organ- '
ization's. (Thus, the Army social defense system becomes that of the individual g
soldier. Men who never defended themselves by certain complaints before

Joining the Army will make that complaint en masse and bitterly once in a millitar)
society where such complaint is the style).

If a social defense system is built on deeply regressed defenses, then
new members may find life especially difficult because they must regress to
defenses more primitive than those they habitually used. Understardirng of
the social defense system is important in diagnosing organizational difficulties.

~27- 3
Discussion: Miss D. Weddell (UK) i

A key member's anxiety can influence the society's defense system.
Example: On a night shift, many patients needed the nurse in the middie of 4
the night. They demanded drugs, food, etc. It was found that the nurse ]
needed to be needed thus. A new nurse said, "I am going to bed at the same
time as the patients. Patients can get food for themselves if they really
need it. I am available mainly for emergencies". The demands of the patients
ceased abruptly.

-28-

Professor C. Mertens de Wilmars, (Louvain, Belgium) Intervention in
Organizations.

Intervention of behavioral science in organizations is called
Sociotherapy. It modifies the model and the culture of the group and thus
produces a new system of Inter-dependent relation among group members.
Maturation is not only an individual process but it occurs also in group
inter-relational experiences. An individual's understanding of the group's
perception of an object gives him greater security than his individual
perception alone. (In a civilized individual it is questionable whether
there is any purely individual perception. There is only individual under-
standing of a group's way of perceiving. Security comes from the individual's
understanding of what his present group's perception is. Thus, if he is
living in the Army, but perceiving entirely in the manner of his childhcod
family group, he may be insecure).
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Conditions regulating change in organizations:

(1) ldentification (ultimately projecting and introjecting) lies
at the base of all personal or organizational change.

(2) Experience of the effect of social forces (approval, disapproval,
blinding, etc.) upon the individual determines how thought associations will
flow. Operant conditioning experiments have shown it is gocial approvzl which

modifies behavior and, to a large extent, regulates perception of any object
or problem.

(3) Introspection stabilizes the effect of change.
and introspection alone do nct produce the change. An organization is a
functional system of exchanging informaticn. Modification of the organi-
zation's way of exchanging informaticn produces a change in the organization.

But insight

- Classes of intervention by the Sociotherapist:

(1) Indirect interventicn modifies the environment or key persons
with whom the organization must work.

(2) Direct intervention changes the total organization's internal
structure,.

(3) Allo-centered irtervention alters the content of interaction.
(Changes what the members say or do).

(4) Auto-centered intervention alters the inter-relations between
members of the group.

-29-

Discussion:

Mr. Eric Trist (Tavistock, London) The need to influence
wider netwcrks.

Without prior discovery of the principles of individual psychiatiy
and psychology, we should not have been able to develop Scciot!
the Therapeutic community as we have them today.
general contributions .to: :

ierapy and
Psychiatry can maxe

(1) The making of general hospitals into true therapeutic communities
from the human relations point of view.

(2) The rehabilitation of millions who will be automated out of
& productive role.

(3) Population control in developing Ccuntries.
The Harvard School of Public Health has developed Mental Health Teams

which deal with social problems, Psychiatrists can be useful on all teams
which help to mobilize human resources.

Some specific problems Psychiatry should face are:

(1) The problem of improving the effectiveness of people who will
never bring their difficulties to a Psychiatrist.
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(2) The problem of helping the segments of population which are
undergoing turbulent socisl change.

(3) The conflict between the creativity of rising new professional
people and their relatively static professional organizations. Invitations
at present, for experts to assist in organizational change are very scarce,

(Further discussion revealed examples of the successful use of Psy-

chiatrists as consultants to productive organizations including the Tavistock

Institute's work with British industry and the human rel-tions consultants
presently employed in developing Norwegian industry.

(Dr. Maxwell Jones and his colleagues in another discussion, wondered
if individual psychiatry has not impeded the development of Sociotherapy by
causing most talented psychiatrists to become so invested in individuzal
theory that they can only see groups in terms of that individual theory.

Much of the newer psychic theory is being developed by Sociologists, Economists
and Mathematicians who are committed to the group as the significant organism.

If psychiatrists are going to maintain tunnel vision by seeing groups only
through the eyes of individual psychiatry, then helpful clinical group
theory may be crippled. Maxwell Jones, therefore, considered training his
new therapists from among men with a basic education in Archaeology or
Economics rather than medicine. Thus, their psychiatry can be, from the
first, group psychiatry and they can see the individual in terms of groups--
not vice versa.

(There was also recall of Tass's accusations that American Psychiastrists

were associated with the "Scientist Generals" who were converting technology
into an economic boom by developing the "Warfare State". This seems to
indicate that Russia's own concept was to employ Psychiatrists in economic
and military planning and if so, they are ahead of us in thought).

-30-

Dr. David Clark (Cambridge, England) The Developing Concept of the
Therapeutic Community.

The original working concept of the hospital was that the nurses
fcontain" the patients while the doctors come in occasionally and treat
them with chemical or physical medicine. In World War II it was discovered
that hospitals can be an evil influence on the patient--prolonging or even
creating morbidity. Later, some new ways were discovered of providing good
influence on patients. (Cf Dr, Thomas Main on the Northfield Hospital as
a therapeutic community in Eulletin Meninger Clinic 1346é). A hospital is
an organization whose memburs consist of Staff and Patients., Every member
participates in a community effort to make disturbed patients more capable
of living in a normal society. (Here there was brief discussion of the
work of William Caudill in the US Army, of the milieu wards at Walter
Reed General Hospital, and of the studies of Stanton and Schwartz at
Chestnut Lodge).

The majority of British psychiatric patients are under no legal
restriction and are not in locked buildings. The hospital is now, more
than ever before, similar to the community to which the patient will return.
Hospital meetings now frequently include all the Staff (doctors, patients,
janitors, etc.) and there is a corrective learning experience for all. If
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;nggviduéi therapy is to be used, it should be provided for nearly every one in
the therapeutic community and not just for a favored few,

=31-
/
Discussion: Professor Warren Dunham (Wayne University, U.S.A.)

With the grea‘er democratization of business management in recent years,
the therapeutic community has found its concurrent parallel in industry.
Mzny businesses and schools have gotten away from strict authoritarianism,
A therapeutic community best develops with & completely new staff, traired in the
new ways--the non-authoritatian but group-oriernted ways. Otherwise, there is
wasteful conflict between the old and the new. Construction of therapeutic ccmmu-
nities is giving us data on how far we can go in constructing other sorts of
artificial societies. We should not set up a therazpeutic community which is
so good that patients cannot realize a comparable degree of gcod relations in
their home community. We must be sure we are adapting our patients to the
natural community to which they will return.

(Perhaps the best way to adapt "Hospital" patients to their own natural
community, is to make the hospital a more closely related part of that naturel
community).

SELECTED PAPERS FROM THE VARIOUS AFTERN00!! SESSIONS
-32-

Dr, Roger Shapiro (NIMH Pethesda, Maryland) The Origin of £iclescerns
Disturbances in the Farily and in Infantile Develcopment,

( The young child must withdraw his rather compleie emotional attachment
from his parents end put it on other things. Thus he develops an ego identity,
a sense of autonomous-self. He is able concurrently to reassess his parentis
(Piaget). Society outside the family helps him make this emotional pull-away
from parental dependency. One's definition of self is related to society's
definition of that self. Altered socizl definition at puberty, for instance,
produces changes in the personality.

The National Institutes of Mental Health investigated the family-patient
definitions and emotional pressuresias they bore upon a child's psychosis.
There was little investigation, however, of school-patient or social group-
patient systems. This study concerned adolescents with psychosis or severe
emotional breaks occurring the first year of college, in the first prolonged
separation from family. Participation of the entire family was required.
Individual psychologic assessment was made as well as systematic observation
of the family group in action.

A "delineation" is the image one person has of a second as revealed in
the behavior of the first person toward the second. Delineation is used by
@& group to bring about a redefinition of a member's personality to suit the
needs of the delineators, Stuly of the styles of parental response to signs
of the child's development revealed defensive "delineation" on the part of
the parents. The child's personality-psrvacive sympioms were related to
eircumscribed disturbtances in the parent. The child sometimes developed a
psychosis reluated in style and extenit to the disturbance in the mother-father
relationship. It seemed that current family relations were less understood
than the historical relations but they had a more important effect,
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-33-

Dr. John H. Howells (Ipswich, England). Family Group Therapy

The family can best be helped by putting the greater part of the
therapist's attention on the community. Then the therapist can best formulate
the family's position in the community and understand the fazily's present
needs and possibilities. The symptom is part of the patient, just as the
patient is of the family and the family is of the community. *

(The question was raised as to whether symptoms always belong to arn
individual? Workers who concern themselves primarily with families and
communities find that symptoms are quite capable of moving in tneir entirety
from one family member to another and even on to another family).

-tk Ak

-3~

Dr. Stephen Fleck (Yale University) Indications for Familv Psycho-
Therapy.

The family is the crucial link between the individual and the naticnal b
culture. Family provides the acculturgtion which makes him a human person v
as our culture understands the word "person". To be useful in society, the
individual must deal with the community. Therefore, the interface betuween
family and community is as crucizl as that between individual and family.
The essence of all family therapy is the promoticn of communication amorng
family memters.

Study of families with one member hospitalized revealed that most
families containing ore schizophrenic member had an unusual relationsrip to
the community--just as the schizophrenic memher had ar unusual relationship
to other people. If the therapist unierstarnds the family language, he can
obtain a better history from the family than from the patient himself. Some
member of the family will spill the history for the others--acting a&s thoe
mouthpiece even though other members may pretenc they do not wish him to,
(The patient's history is often but a puzzle-piece of family history though :
it seems to stand complete in itself). ;

Types of families: _

(1) The homeostatic family resists treatment and retains its pain- ‘
ful life in equilibrium, holding the sick member in the family. If a member ’
of this family is hospitalized, the hospital usually looks on the family as
a nuisance and the patient is easily forgotten too. If the patient is hos~
pitalized for a long time, the family reorganizes around a new equilibrium
which does not permit re-introduction of the patient., (Industrial and mil-
itary units who lose a member also tend to orient themselves around the work
and close out the patient).

(2) The ejectine family tries to solve its troubles by pushing the
patient out of the family and onto some institution.

(3) The scapegoating family retains the patient in order to blame
him for difficulties which would otherwise fall to the responsibility of
other members.

Once therapy is begun with the family of a hospitalized patient, it
must be continued until the patient is intcgrated into the community. He
can only be naturally and effectively introduced into the community through
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the family--not through "halfway-hcuses". Family therapy is most effective
when managed by a therapist who is not connected with a hospital or when no
family member is hospitalized. The vertical and horizon:tal status and com-
munication barriers in a hospital prevent close work with a family. Some day

such hospital werk may be poscsible when hospital stalfs themselves really work

like good families.
-35-

R. D. Scott (St. Albans, Herts, Englarnd). (paper concerning family history

through the generations).

Since many English families are rooted for a couple of centurizs in
the same community, it has been possible to study the history of the long
generative line much better than in America (Americans assume there is nc
such thing as influence from great grandparents). For instance, the double-
bind concept has rot been formulated as a process with much time depth. In
English families, a member is often felt to bte especially like a psychotic
ancestor, called a "shadow parent". The family merber apparently plays the
tracitional role needed by the family, generation after generation,

-36-
Dr. A. Ferreira (San Jose, California) Family Mythc.

When I did individual psychotherapy I often ask=d myself, "What makes
my patients so very sick?" When I beran family therary I marvelled thut
they were so well.

The patient's symptomatology is an indication of the way his family has
been relsting. No man behaves purely as an individual, but rather as part of
a relationship of some sort. A very freguent family problem presented, is
that of a child who is trying to change. The parents come to the cliaie,
hoping the doctor will help maintain the status cuo. In other words, ther
assume that the child must be sick and they want the doctor to confirm this
so that the general social atiitude toward this "sick" member will force him
to conform, or at least will relieve the family from having to change.

. —37"

Dr. Manfred Lindner (Nurnberg, Germany). Result of & Social Experiment
in Larval Group Therapy.

Patients, after individual therapy, were put into a group along with
some non-patients. Goal: More understanding of self ani of other people.
The same group continued for 10 years (apparently with between 10 and 20
members). New members constantly joined as old ones left, At first,
largely male, the group became about half women as new members brought their
wives in with them. Single men shrank in importance when couples appeared.
The group eventually outgrew its therapeutic work and founded a dance,
wandering and bowling club which btecame essentially a society for the study
of modern living. The interest in discussion lapsed, but the society tormed

still flourishes. The neurotic members of the original group found easy social

life in the total community as well as in the group. In the course of tinme,
identification with the group leader was no longer necessary.
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-38-

Mme. Feya Reggio (Venves, Seine, France). A Psycho-Sociologic Technigue
of Changing Social Comportment.

"Normal®" people who desire to change habitual ways meet a total of 3-
one-hour sessions in groups of 8 to 15 members. The co-therapists are,.a
male psychiatrist and a female psychologic-sociologist. Members talk about
their own present feelings and behavior and are urged to express all their
feeling concerning the therapists. Both verbal and silent expressions are
recognized. Therapist's interpretations refer only to the group 'ani never
to individuals, e.g., there is interpretation of the manner in which the
group divides itself into male and female camps. (A single member's attack
on a therapist may be interpreted as a group attack if no other members
have opposed it).

The groups nearly always bring out struggles in power relationships
and in sexual relationships. Usually the two struggles are closely juxta-
posed. The individual love for power is frustrated in group interaction,
but group relations become a compensation for lack of personal power devel-
opment. The psycho-sociologist views relations most frequently as social
power struggles, while the psychiatrist views them mostly as sexual power
struggles. .

-39-

Dr. Julius Guild (Edmonton, Alberta) Group Tezhnisues for Training in
Psychotherapv.

Often Social Workers and other ancillary personnel are as pood at
psychotherapy as psychiatrists are. GCroup methods allow them to obtain the
self-knowledge necessary for the best psychotherapy; for the group process
sensitizes the student to his effect on others and their effect on his own
thinking and feeling.

A group of eight trainees met weekly for two years. After one year,
half the members left voluntarily and another nalf was taken in. The verbal
group interaction was very slow at first. Everyone seemed reluctant to
reveal much about himself, prabably becauce of the close association of
colleagues in the small city. " Knowledge of psycho-dynamics seemingly made
people guarded lest the worst interpretation be placed on their productions.
The leader was the only prychiatrist present, but he alsc had close social
relations with the other members.

Group supervision of taped interviews between patients and members
amounted to a naked exposure of the member of the group.

The group was called a "group process group" because it definitely was
not a therapy group. The members, in their talk “out relations to authority,
seemed equal in maturity to adolescent girls. Bui .%e general result seemed
to be that the members developed better relations with their patients and
co-workers.

This group process group seemed related to the type of group used as
"Sensitivity Training" in U.S. industry (Cf) Chris Argyris). 1In Sensitivity
Training, groups with 7 to 10 members meet 2 hours at a time, 2 or 3 times a
day for 10 to 14 days. At the end of each day, 2 or 3 small groups form a
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large group. The staff tries to illustrate the emerging group processes. There
is no agenda, no format, no procedure, no tradition. The conventional methods
normally used to deal with other people fall flat. Members get no help from
the Staff and therefore they have to gain trust in each other. They see how
personal needs effect group decisions anc perhaps how group needs effect per-
sonal decisions. Members return to their industries warmer and more sympsa-
thetic, but as some work continues to impose authoritarian problems, many
members relapse.

=40-
Dr. Elizabeth Shoenberg (London). Planned Use of Split Transferrence

in 8 Mental Hospital Admission Unit.

The conclusion here was that the emotional substitution of 2 or more
therapists for significant persons in the patient!s past can yield a therapeutic
result greater than the sum derived frcm the 2 separate relationships.

In a hospital's therapeutic community, patients obtained therapeutic
effects from groups, individuals and family, but on discharge they were only
told to go to the out-patient clinic and relaste to 1 social worker. Since
many patients returned to the hospital, patient groups were created outside
the hospital to continue a therapeutic effect more akin to that in the hospital
itself. It appears now that patients discharged from therapeutic communities
get along better in society than the same patient does when discharged from
a traditional mental hospital. He is very attuned to getting along in groups.
He obtains some security by returning tc the hospital jus® tc look around or
to join temporarily in some group. The difficuliy is that therapeutic commuuni-
ties employ so much verbalizatior and so much smart role-playing in groups
that dullards can’t utilize it.

In discussing this paper, the responders from England avoided discussion
of community leaders (parents, bosses, ministers, mayors, policemen, etc.) as
co-responsible in changing behavior. It was as if the medical profession wantied
to corner the behavior market. No one thought of helping the natural working,
playing, managing, praying community to accept and responsibly to guide the
patient. However, Mrs. Roberta Glick, a social worker from Hillside Hospital,
New York presented a paper on "Differential Use of Groups in Development of
& Milieu Therapy Program" which discussed the use of Civic organizations and
leaders in dealing with patients and groups of patients in the New York City
area.

-41-

Dr. E. Hardke (University of Indiana). Preventive Psychotherapy.

A significant fraction of the work of many psychiatrists now deals with
the improvement or maintenance of mental health rather than the fighting of
mental disease. In May 1964, the APA amended its constitution to include es
an aim, the promotion of mental health.

One application of this preventive work was the “Anticipatory Guidance"
in Peace Corps training. Since 1361 there have been a total of 25C psy-
chiatrists involved in Peace Corps training. Success of psychiatry wa:
calculated in terms of the maintenance of group mental health in normal
trainees, even after they had gone overseas and left the psychiatrizi. There
was about one psychiatrist to every 50 trainees and each trainee received 5
hours of mental health instruction. Essentially the psychiatrist gave
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forewarning and anticipatory practice in the group and individual feelings
arising from overseas stress -

(1) Peace Corps volunteers were put into 10 or 15-member groups and en-
couraged to ventilate feelings about their present life in the training
situation. .

(2) Volunteers ate a meal of the sort eaten in the overseas country and
under the overseas rules of behavior.

(3) Volunteers experienced tropical life and climate during a few weeks
special training in Puerto Rico.

(4) Volunteers were told that depression was commuon after 3 or 4 months'
overseas when initial enthusiasm wore off and ccmmon again at 12 months when
it became evident that the volunteer was not going to have as much effect on
his little overseas world as he had thought.

Change in self-image is common among the volunteers overseas. Some
small notion of the shock of this change is given in training. About one half
of the volunteers who returned prematurely, came back because of depression.
These depressions, however, constituted only 1% of the total number of volun-
teers in service.

(Discussion: In the summer of 1954 there were 5000 Peace Corps volunteers
in training with 117 psychiatrists. Since most of these psychiatrists main-
tain a bread-and-butter dedication to one-to-one psychotherapy, only a few
of them saw that a fundamental change in orientation was involved when they
practiced upon improving mental health rather than battled against mental
disease. The great vocational gratification could nc longer come from making
a spectacular diagnosis or caring for an extremely sick patient. Consider-
able curiosity must be devoted toward social groups and toward the needs of
the community, not merely toward the psychic depths of the individual).

Four co-workers from Henderson Hospital, Dr. Maxwell Jones' originzl
Therapeutic Community near London presented the four following related papers
which were discussed by part of the audience which was involved in therapeutic
communities.

: ~42-

Dr. F. H. Taylor (London). Group Methrods for selection of admissions
to a Therapeutic Community.

The patients in this hospital are nearly all severe character disorders.
Most have served prison sentences. The patient body elects a 9-man committee
to screen applicants for admission. Six or eight of the hospital steff sit in,
and six or eight patients are seen at one time for a total group of nearly 20,
Except for the doctor's physical examination, there is no individual inter-
viewing but only group interviewing of these candidates. The patient members
of the hospital are very rcensitive to which candidates are well-motivated and
how difficult their treatment will be. The staff does the official admitting
but the patient's wishes usually prevail. About one-third of the applicants
are accepted, This selection theory and its attitude toward patients con-
tributes to the strength of the therapeutic process within the hospital.
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-43-

Dr. F. Stallard (lLondon). Contrels ir. a Therapeutic Community.

Most deviant behavior is regulated by the patients themselves. The
hospital officially tolerutes more widely deviant behavior than the town
compunities pretend to tolerate. Nevertheless, the patients well understand
the firm limits on behavior.

Patient groups have a chairman, a vice-chairman and a lady-vice-chairmen.
Several other elective group roles are set up--including custodial roles.
Since daily group therapy is essentially the only psychotherapy here, the
patients are quite used to group interaction. Whenever threre is a crisis in
behavior, an emergency group meeting ic called and the whole matter is dragged
out and discussed, sven if it is 3 ofclock in the morning.

The patients are more loyal to their own group roles than to the persons
who stend in transference rela<icnchips. For instance, a group chairman sur-
prised himself by acting responsibly toward a womzn patient who tried to seduce
him rexually and masochistically. Yet, formerly, he was very susceptible to
such deviant practices. In group roles, patienis are given resporsitilities
they never had before and ihey come thus to change themselves. A poor worker
may be put into a responsible job so that he can develop therapeutically in
the living-learning situation.

=4 d—

Miss Elizabeth Barnes (Matron) (Lcndon). Role and Trainine of Nurses
in Grour Therapy.

No patient group operates inaeperndently or in isola‘ion. A4All are related
to other grcups. All are concerned partly with administration, with establi-
shing rules and codes of vehzvior as well as with therapy. Patients share
adminisirative responsibility with the nurses. (Essentially they collect
data for the groups and write what in other hospitals would be considered part
of the nurse’'s notes). A patieni who becomes physically sick and goes to bed,
is out of the group and out of therapy. Bach new profecsionul worker usually
thinks he is the good therapist for a particular pazient. This prcfessional
then tends to estrange himself from the staff and to get on the side of the
patients, 1If these new staff members feel that the concepts of the therapeutic
community militate against their meintaining their own self-concepts then these
members identify with patients too closely for their own safety. The problem
is to teach these staff members to share patients wiih each other and with other
patients and to rcalize thet treatment ccmes frem understanding and working with
the total social situation and from seeing how each member is linked into that
situation. Nurses who cannot learn this are sent to surgery or to "Janitorigl"
type of work. Patients may nevertheless challenge these nurses and thus push
them for self-help back to the group community.

-45-
Mrs, Gillian Parker (Miss Gill Elles) (Psychoanalyst, lLonden). Fanily
Trestment in g Therapeutic Comzunity.,

Very disturbed families hate to see one member get a great deal more
treatment than another. This situaticn can be analyzed in a family group
and sometimes must be extended to include non-family members. For Lhe illness
cannot be adequately dealt with if concidered to exist in only one person.
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° Sometimes, however, the first patient wants help for a second person's
real disturbance and this help through another member may be the only way the
' second person can accept help.
=46~

Dr. Maxwell Jones (Melrose, Scotland). Iraining of the SocialvPsychiggpist

A decade ago we thought that when we made a diagnosis by concentrating on
an individual patient, then certain treatment and management events would
naturally follow. Nowadays, we are rot even}éure what is a "case". Does
n"case" include staff and patient, family ané patient, industry and patient,
political structure and patient? (iigh-powered university medical talent is
only lately coming upon a problem and a concept which was necessarily managed
by small communities for many decades past). Some small town public health
doctors and other community workers have beern angry at their psychiatric
consultants because the small town workers feel that they themselves had long
ago discovered social psychiatry.

To alleviate the problem of the young doctor who is too narrowly steeped
in medicine, some universities give a double degree in Social Science and
Medicine, Certainly s traditional medieal education dedicates the graduates
8o inflexibly toward the one-to-one doctor-patient relationship and toward
the traditional hospital as the citadel where doctors practice upon disease,
that few graduates even interest themselves:

(1) In public health rather than in private or hospital practice.

(2) In preventing disease and improving health rather than in fighting
disease after it develops.

(3) In working with groups where the doctor is a member rather than
developing only a private relationship where the doctor is an insulated
authority.

In order to work in a therspeutic community a docter has to step even
further from old concepts, "I would prefer to take as a student in Social
Psychiatry a graduate in Archeology rather than one in medicine. At least
the Archeologist doesn't have to undo so many concepts™.

The ward group meeting is<a training medium. Some groups include staff
and patients, some only staff. In a way similar to the no-agenda "Sensitivity
training" of industrialisis, each person in the group becomes aware of the way
he interacts with others, the way others see him, and the way he best uses his
personal resources. This is called a living-learning situation and it eliminat.
most of the need for didactic training. The process of the developing ward-
history can be stopped at this point and examined by the group. For example,
if a nurse is in love with a patient, then the group can examine how this came
about and what 1ts meaning is within the context of group life. The resident
together with his supervisor is confronted every day by his own behavior in
the group. The entering patient and his family can be examined by the team
of patients and staff which will be living with him. The group can watch the
interaction between the patient and his family as the group, eats with thenm,
plays with them, etc. This sort of life makes the social psychiatry resident
more aware of the group influences upon him and more skiliful at appropriately
managing the personal and community history which he can influence.
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COMMENT BY: Dr. Bob Rappaport (Socisl Anthropologist, Boston).

Social Science field work should be added to this training of the
Social Psychiatrist. The resident should not merely m ake domicilary visits
where he is regarded as a professional from another social echelon, but he
should interview normal couples getting married, participate in funerals,
classrooms, industrial work rooms, etc. Training in social psychiatry cannot
be met by books and classes. It must be an experiential thing just as
psychoanalysis is, or as a T-Group at Bethel, Main. Part of the resident's
training is training as a_patient.
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' \\, ' : SOME CONCEPTS OF MILITARY PSYCHIATRY L
Lt Col Matthew D, Parrish, U.S.A.
(Lecture Delivered at Annual Norwegian Armed Forces Medical Meeting, Oslo, Dec 196.)

Here I shall review the essentials of military psychiatry in combat A
and in garrison life and then I'1]l present some social psychiatric concepts ~
as a way of explaining the techniques. I don't mean to say these are the
only ways of looking at the work of the military psychiatrist nor are they !
necessarily official US Army methods.

The incidence of chronic psychosis is about 2 cases per 1000 population
per year--in combat or business, in Tahiti or Tennessee. The increased
stress in combat which brings on physical casualties also increases mental

‘ non-effectiveness--although there is no increase in chronic psychosis.

| : The psychiatric incidence is about 30% of the total casualties. This non-
effectiveness may take the ferm f temporary breaks with reality which
imitate some of the usual psychoses, or they may be severe neurotic impair-
ment of emotions and intellect. The important thing is that about 90% of
these casualties, if properly bhandled, near the area where they occurred,
recover in 2 or 3 days.

i
{
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The military imporrencs of psychiatry thus lies in the fact that there
is nr other large block of casualties which can recover so quickly. 1In
conventional warfare, orthopedic casualties also account for a large fraction
of the total, but -~rth-jedic casualties seldom return to the same battle.
Their handling, therefore, has less effect on the battle than the handling
of psychiatric casualties.

The technique of combat psychiatry usually consists of (1) Temporary
relief from the immediate stress of combat (2) warm food (3) a bath (4) sleep
(perhaps with a sedative) (5) abreaction--letting the patient spill out some
of his feelings to a medic if it seems appropriate (6) expectancy that the
casualty will soon return to his normal unit. Sometimes a short relief :
from stress alone is enough. A corpsman with the company may lead a muie !
"catatonic™ soldier back to a shell-hole and say "You rest here, Charlie, {
and I'1l take you back to the front line in an hour". If the corpsman is - |
wise, Charlie will return to the line effectively. Yet, the average hospital ?
psychiatrist might have considered Charlie a chronic illness requirlng long-
time treatment in Walter Reed Hospital. '

Food, bath, sleep and sometimes the release of feelings amounts to a
controlled regression. We all have a daytime alertness and a weight of
responsibility which regresses at night to more relaxed and even childish
feelings, at which time we are concerned with feeding, bathing and curling
up in sleep. This relapse at the end of day, with the expectation of
freshness in the morning, makes us work more effectively. This seems
analogous to the rhythm of fight and rest in combat. If the stress of
fighting is severe, then & soldier may need to follow it with a profound
temporary regression. The medical corps makes sure this rest occurs in an
atmosphere of expectancy toward quick return to full responsibility.
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This expectancy is maintained in the division clearing area by keeping
the patients in tents in their normal uniforms, continuing physical training )
in a military manner and keeping no one away from the battle-front more than
3 days. Thus, new patients find that the old patients are saying "Joe went ]
back to the Company yesterday, I'm going back tomorrow, you will come back )
the next day". Even those few patients whom the psychiatrist feels must go
to the rear often ride out of the clearing area on the road to the battle
line and only later turn aside.

Many psychiatric casualties are managed by the brief techniques possible
on the battle line itself. Many others are returned forward after a trip ,i
to the battalion aid station. Still others require the 2 or 3 day treatment
at the division clearing area. In all, about 90% are returned forward by
the end of 3 days.

Those patients evacuated to hospitals out of the division area suddenly |
feel they are no longer responsible members of the units around them. They .
feel gullty at having abandoned the combat company where they may have formed !
the closest ties of their adult life. They must be sick now, or the guilt ]
will be severe. They quickly adapt to the role of rear echelon patient and '
only about 10% of these ever return to the front. As far as winning the
battle is concerned, one division psychiatrist is more important than many
hospital psychiatrists,

Now let us look at two possible concepts which can underlie the technique

of military psychiatry. One concept is from an individual and the other from )
a social point of view. The former is perhaps older and it maintains the

concept that, the disease 1s inside the patient. It is considered first <hat 4
the patient is reacting violently to some germ inside him or to some derange- ,
ment of his organs or inner thoughts. Whoever administers the proper drug
or physical manipulation will cure the patient of the disease. Furthermore, v
if a patient with undesirable behavior is eliminated, the behavior (under i
this concept) is eliminated also. '

Some military psychiatrists feel, however, that they are more effective
if they use a rather newer concept. To wit: Disease is an interplay of many

vectors within a social organism. ;

Thus, a house visitor may fall down the stairs and break his leg. Under
the old concept, the disease is a derangement of his tibia to which the body
reacts with pain, dysfunction, etc. Under the new concept, the doctor ques-
tions whether the visitor may have been depressed by his relations with others
and did not really care at the moment whether he fell; or perhaps he had a
need to show off carelessly. Did other people fall in previous months, and
the family in the house fail to remedy the trouble? Are family members
trying to show each other something by this neglect? Did the carpenter who
built the stairs feel that nobody cared enough how he built them? This is
a possible plexus of social group pressures which ask for an accident to
happen., There are also factors which influence the rate of the broken leg's
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“recovery, e.g. (1) the patient's desire or lack of desire to get back to work

(2) someone else's guilty feeling that it was all his fault (3) a possibdle
need of the hospital staff to nurse this patient along and make the staff
feel more needed (4) the degree of alertness or carelessness among nurses
which grows out of their relations to each other.....

. This soclal concept is concerred as much with prevention as with treat-
ment. It is concerned with the total welfere of a group and not purely of
an individual. It is not only concerned with who has the symptom, but with
vwhy this symptom occurs in this unit at this time. In America, doctors lorg
ago began to consider the patient as a whole and not just his broken member.
But as yet only a few specialists really concentrate on the local community
(or company) as a whole and not just on one of its members.

In psychiatry we often find that the social group needs one of its
members to fail, Failure may, for instance, show the boss he is "working
us too hard". One member of the group may be the most susceptible to group
needs and pressure. One member may be the most susceptible to a certein
symptom which is appropriate to the needs of the moment. So, if AWOL will
demonstrate something of importance, we may have AWOL's, but they may occur
in the member who has & history of school truancy. A Company may expect
that it will be the ex-boxer who finally strikes a generally disliled
Sergeant. This expectation makes it more likely that the boxer will be the
delinquent here. : '

To eliminate such a patient then, does not eliminate the society's need
to communicate its problems. The patient becomes a message. The company
becomes an organism with s need to communicste a message. The doctor becomes
a labeler of messages. He stamps the patient with the name of a disease.

The patient becomes a recognized symbol--a significant message.

Military psychiatry techniques may be described in terms of these social
principles thus: (1) the doctor fits the patient out with a label which
means "He is like all of us", that is, the patient is exhausted, angry,
afraid, but not diseased, beserk or phobic. For this reason the psychiatrist
will use a term 1like "combat exhaustion” rather than "shell-shock". (2) tke
doctor lets it become known that the prognosis is good, that the patient soon
will be functioning well and in his natural group. (3) the doctor allows
temporary regression--food, bath, sleep, expression of disturbing feelings--
in a familiar military setting near the front. (4) the treatment is by group
pressure arranged as if prognosis were good, for example, the patient sees
everyone else returning forward. (5) the psychiatrist tries to satisfy the
unit and the patient by appropriate understanding and appreciation of their
work and needs. For neither "diseases" nor "messages" can be permanently
changed unless there is some management of the needs which produced ther.
Such appreciation and management is effective when coming from division steff
officers who are not really members of the fighting company itself, but are
close enough to the problem that the company can see that they feel it per-
sonally. To eliminate the symptomatic patient himself or to cure the symptom
within e patient will not prevent further symptoms in a unit which needs to
produce them.
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How can these technigues be used for prevsr-ion as well ss treatment,
in peace as well as war? In these situartions tre military raychiatrist
attempts to carry out the following: (1) the psychiatrist has regular
conferences with the first ecnelon phvsiclan (Battalicn surgeon) and

with the medical corpsmen supporting that echelon. (2) the psychiatrist,
social work officer and the accompanying tecrnicians consult commsnders
upon human relations problems. This consultation is best carried out et
the unit itself, for there the consultant sees the problem in situ. Ee
sees not only the patient-complaint ou® the group surrounding him. Goth x
evaluation and treatment of the complaint is often obitained best in a

squad interview, Here, the patient is seen in the company of those he

works and lives with most closely. Dr. THAULOV, of the Norwegian Navy, '
has developed a very interesting method of his own along these lires. i !
Such a method allows the psychiatrist to get hold of the causes of the '
"patient-symptom" and to help command to manage the whole situation.

(3) the psychiatrist keeps a chart on every unit which produces a patient-
symptom. Thus he can most easily see the trends in his own work with these
units as well as the sort of symptom the unit produces. (4) To get a better ‘
understanding of the unit, many psychiatrists follow the rates of delinguency, 1
accider.ts, etc., but 